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 Executive Summary 
Rates of overweight and obesity have steadily risen over the past 30 years in 
Australia (NHMRC, 2013a). Excess weight is a risk factor for several chronic 
diseases and there is also evidence to suggest it increases the risk of mortality in 
some studies (NHMRC, 2013b). In response to this, two individual treatment 
paradigms have been developed for the treatment of overweight and obesity. Dieting, 
defined as “the intentional and sustained restriction of caloric intake for the purposes 
of losing weight and/or changing body shape” (NTFPTO, 2000), has historically 
been the traditional treatment paradigm (Stroebe, 2008). Concern has arisen that this 
paradigm is ineffective, harmful, and based on incorrect assumptions about the 
aetiology of overweight and obesity and the harmful effects of excess weight (Bacon 
& Aphramor, 2011). This has spurred the development of non-dieting approaches, 
which attempt to promote body acceptance, eating based on internal hunger cues, and 
a focus on health regardless of weight loss (Robison, 1999).  
This program of research consisted of two phases to add to the literature and 
inform practice regarding these approaches. The first phase consisted of two studies: 
Study 1a identified the predictors of favourable and unfavourable nutrition indicators 
in the Queensland population, while study 1b attempted to understand whether 
dieting or non-dieting was more favourably associated with these nutrition indicators 
after controlling for variables previously found to be relevant in study 1a. Study 1a 
was a secondary analysis of a recent Queensland Health dataset to identify the 
variables relevant to the prediction of three nutritional indicators regularly assessed 
in state health surveys: fruit consumption, vegetable consumption and takeaway 
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 consumption. It was intended that the variables which significantly predicted the 
nutrition indicators would serve as control variables for the study 1b models.  
Additionally, we focused specifically on moderators of the relationship 
between psychological distress and these nutrition indicators in study 1a because a 
multi-item measure is used to assess the concept in the state-wide survey. In the first 
model, fruit consumption was inversely related to distress, with adults reporting high 
to very high distress having significantly lower odds of reporting sufficient fruit 
consumption. Distress interacted significantly with age and follow-up subgroup 
analyses suggested that this inverse relationship remained significant for adults aged 
18-34 and 35-49 but not for adults aged 50-64 and ≥ 65. For the vegetable 
consumption model, no relationship was observed between distress and sufficient 
vegetable consumption. Distress interacted significantly with body mass index (BMI) 
and subgroup analyses indicated that an inverse relationship between distress and 
sufficient vegetable consumption existed only for adults classified as obese (BMI ≥ 
30). There was a significant and positive relationship between distress and takeaway 
consumption. Several significant interaction effects occurred between distress and a) 
age, b) area-level socio-economic status, c) income level, d) BMI, and e) diabetes 
status. Specifically, a positive and significant relationship between distress and 
takeaway consumption was observed only in adults aged 18-34, adults from Socio-
Economic Indexes for Areas (SEIFA) Quintile 4, adults earning less than $20,000 a 
year, adults classified as having a weight within the healthy range (BMI 18.5-24.99), 
and adults who had not been told they had diabetes or high blood sugar. 
Study 1b was a cross-sectional analysis using the same data collected in study 
3. This study indicated that dieters had greater odds than non-dieters of being female, 
overweight, or obese. Dieting was more unfavourably associated with health status 
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 indicators than non-dieting, with those reporting high to very high psychological 
distress having significantly greater odds of reporting that they were dieting rather 
than non-dieting. There were no significant differences between dieters and non-
dieters in terms of fruit and vegetable consumption reported. Other findings were 
mixed, suggesting that dieters had significantly greater odds of reporting takeaway 
consumption once a week or more than non-dieters, but significantly lower odds of 
reporting usual consumption of full cream milk (used by Queensland Health as a 
proxy measure for general fat consumption).  
Phase two compared the determinants of these two approaches in a qualitative 
(study 2) and quantitative study (study 3). In the qualitative study, I used grounded 
theory inductively to develop a model that compared and contrasted the determinants 
of each approach. This study identified several determinants of both approaches: 
focus of approach (weight/shape vs health/longevity); attitudes towards dieting; 
attributions about dieting failure; personal autonomy; perceived knowledge and self-
efficacy with each approach; time perspective (short or long); and perceived identity.  
 Study 3 was a prospective design involving a 4-week follow-up measure of 
dieting and non-dieting behaviour, and sought to establish which of these 
determinants identified in study 2 were relevant to the prediction of intentions and 
behaviour for both dieting and non-dieting. In the dieting model, attitudes, subjective 
norms, past behaviour, and self-identity predicted dieting intention, and past 
behaviour and intention predicted dieting behaviour at 4-week follow-up. 
Conversely, for the non-dieting model, past behaviour and attitudes predicted non-
dieting intention, while past behaviour, intention, self-efficacy, and self-identity as a 
non-dieter predicted dieting behaviour. These findings suggested that dieting self-
identity was more relevant to the formation of intentions to diet while non-dieting 
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 self-identity appeared more influential to actual attempts to follow a non-dieting 
approach (behaviour), independent of intention. Self-efficacy also appeared more 
relevant to the prediction of behaviour in the non-dieting model, suggesting that it 
influenced actual attempts to non-diet.  
The findings of this thesis assist in understanding how dieting and non-dieting 
approaches are associated with nutrition indicators after controlling for relevant 
covariates (studies 1a and 1b), why dieting and non-dieting approaches are adopted 
from the perspective of adults who are overweight and obese (study 2), and how 
predictive these determinants are in a large community sample (study 3). These 
findings will assist clinicians and public health practitioners to encourage dieting and 
non-dieting approaches in population subgroups represented in this study based on 
the determinants identified.  
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 “Obesity is not a personal failing. In trying to lose weight, the obese are fighting a 
difficult battle. It is a battle against biology, a battle that only the intrepid take on and 
one in which only a few prevail.” 
 
Jeffery Friedman (2003). A war on obesity, not the obese. Science 
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 Chapter 1: Introduction 
 
Overweight and obesity have been labelled a global epidemic by the World 
Health Organization (WHO, 2000), with worldwide rates nearly doubling since 1980 
(Finucane et al., 2011). Collectively, overweight and obesity are defined as abnormal 
or excessive fat accumulation to an extent that may impair health (WHO, 2011). 
Although excess weight increases the risk of type II diabetes, some cancers, 
cardiovascular diseases, asthma, gallbladder disease, osteoarthritis, and chronic back 
pain (Guh, Zhang, Bansback, Amarsi, Birmingham, & Anis, 2009), there is evidence 
suggesting that these health risks can be reduced through modest weight loss and 
prevention of weight regain in overweight and obese adults (NHMRC, 2013a). 
In response to this epidemic, two broad overarching behavioural approaches, 
dieting and non-dieting, have emerged as competing paradigms for the treatment of 
overweight and obesity at an individual level (see Bacon & Aphramor, 2011; Strobe, 
2008). These approaches are divided along the lines of their emphasis on the need for 
weight loss, the dominant aetiology of excess weight gain (i.e., behavioural or 
biological, and whether or not dieting is harmful, ineffective, and counterproductive 
(Foster & McGuckin, 2002). The purpose of this chapter is to set forth the 
background (section 1.1) and context (section 1.2) of the research program by 
describing the prevalence and distribution of overweight and obesity in Australia 
(section 1.1). Section 1.2 will follow on by describing the two different individual-
level behavioural treatment paradigms and their manifestations in a naturalistic 
setting, which sets the scene for delineating the specific purposes of this research 
(section Error! Reference source not found.). Section 1.4 describes the 
significance and scope of this research and provides definitions of terms used. 
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 Finally, section 1.5 includes an outline of the remaining chapters of the thesis and 
their contribution to the overall research questions. 
1.1 BACKGROUND – THE EPIDEMIOLOGY OF OVERWEIGHT AND 
OBESITY 
The most recent findings from the Australian Health Survey (AHS), 
conducted nationwide by the Australian Bureau of Statistics (ABS) between 2011 
and 2012, indicated that 35% of Australians aged 18 years and over were overweight, 
while 28.3% were obese (ABS, 2012). This prevalence has increased over time, from 
56.3% of the population in 1995, to 61.2% of the population in 2007-08, to 63.3% of 
the population in 2011-12. Although these rates have increased in both men and 
women since 2008-08, Australian men are more likely to be overweight or obese 
than women (70.3% vs 56.2%; see Figure 1 below). 
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 Additionally, rates of overweight and obesity are quite high amongst adults 
aged 65-74 years (74.7%), compared to a rate of 38.4% among adults aged 18-24 
years (see Figure 2 below). 
 
1.2 CONTEXT – ALTERNATIVE TREATMENT PARADIGMS FOR 
OVERWEIGHT AND OBESITY 
In response to these rapidly increasing rates of overweight and obesity, both in 
Australia and internationally, two contrasting paradigms with different emphases 
have developed. The dieting paradigm, which has historically been the main 
individual-level treatment paradigm for overweight and obesity, focuses on reducing 
calorie intake and achieving a net calorie deficit (output greater than input) for the 
purposes of losing weight and/or changing body shape (NTFPTO, 2000, pg. 2582). 
The most recent clinical guidelines released in Australia recommend that dietary 
interventions producing an energy deficit of 2500 kilojoule (597 calories) per day are 
appropriate for adults who are overweight or obese (NHMRC, 2013a). In the 
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 Australian community, this paradigm can take the form of commercial weight loss 
programs (Crowe & Cameron-Smith, 2005; Neve, Morgan, & Collins, 2011) or do-
it-yourself diets, including low-fat and low-calorie varieties (Timperio, Cameron-
Smith, Burns, & Crawford, 2000; Siu, Giskes, & Turrell, 2011; Yoong, Carey, 
Sanson-Fisher, & D’Este, 2012).  
In contrast, the non-dieting paradigm, which is typically used by professionals 
working in the field of eating disorders, emphasises taking the focus off weight and 
body shape, and, in its purist sense, focusing exclusively on health and well-being 
(see Bacon, 2010; Bacon and Aphramor, 2011). This paradigm developed out of 
convictions held by non-dieting advocates that dieting is ineffective, harmful, and 
detracts from the pursuit of other health-related behaviours. It takes the form of 
approaches which encourage body acceptance instead of weight loss or weight 
maintenance, and reliance on internal regulatory processes to determine hunger and 
satiety (intuitive eating) instead of reliance on cognitive dietary restriction and 
external rules (Bacon et al.). Although to our knowledge no studies in the Australian 
context appear to have specifically estimated the prevalence of these non-dieting 
practices, it is possible that this is a strategy employed by Australian adults who are 
motivated to be healthy but not dissatisfied with their bodies and not wishing to lose 
weight.  
1.3 PURPOSES 
Although there is a bourgeoning research literature comparing variations of 
dieting and non-dieting approaches in randomised controlled trials (see Bacon & 
Aphramor, 2011; Schaefer & Magnuson, 2014; Van Dyke & Drinkwater, 2013 for 
reviews), there has been less research comparing and contrasting why dieting and 
non-dieting approaches are utilised by the general public and who adopts them. This 
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 is important since, as I will argue in the literature review, it is likely that different 
population subgroups will be suited to each approach and treatment for overweight 
and obesity will be individualised since there may be contraindications for 
prescribing certain more intensive dietary restriction. For instance, NHLBI (2000) 
and NICE (2006) identify several contraindications for very low-energy diets: 
• Pregnancy or advanced age 
• History of severe psychological disturbance, alcohol misuse or drug 
abuse 
• The presence of porphyria, recent myocardial infarction or unstable 
angina.  
• The use of insulin or hypoglycaemic (except metformin) 
There have been calls for secondary prevention strategies to help facilitate 
healthy, non-dieting approaches for those individuals who are already overweight or 
obese (Lewis, Thomas, Hyde, Castle, Komesaroff, & Warwick Blood, 2010), given 
that obese individuals respond more positively to gain-framed (messages focusing on 
gaining health) health messages about lifestyle change rather than a focus on weight 
loss (Brown & Gould, 2011; Lewis et al.; Thomas, Hyde, Karuaratne, Kausman, & 
Komesaroff, 2010; Thomas, Lewis, Hyde, Castle, & Komesaroff, 2010). It is 
important to study these determinants to inform clinical practitioners and public 
health researchers about why each approach is taken and by whom (Foster & 
McGuckin, 2002). In light of this, the purpose of this program of research was to 
understand why these approaches are adopted, who adopts them, and how these 
approaches are associated with nutritional and health status indicators measured in 
annual state and national health surveys in Australia. In the main then, this thesis has 
four focal research questions: 
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 (1) Are dieting and non-dieting approaches differentially associated with 
brief health status and nutritional indicators? 
(2) What are the socio-cognitive determinants of dieting and non-dieting 
approaches? 
(3) Are these socio-cognitive determinants different for different population 
subgroups (gender and BMI status) 
(4) What are the demographic determinants of dieting and non-dieting 
approaches? 
The findings of research question one will enable clinical and public health 
practitioners and public health promoters working in this field to target specific 
socio-cognitive determinants to increase the likelihood of these approaches being 
adopted where appropriate. The answer to research question two will give more 
specific indications regarding which determinants are more or less important for four 
population subgroups (males, females, individuals who are in the normal weight 
range, individuals who are overweight or obese). The findings addressing research 
question three will provide public health practitioners and health promoters with an 
understanding of which population subgroups (age, gender, area-level socio-
economic status, locality, BMI) have greater odds of adopting either approach, which 
may assist with tailoring interventions according to the familiarity of population 
subgroups with either approach. The last research question will assist practitioners 
and health promoters to identify when these approaches may be most useful by 
understanding how they are related to general health and nutrition indicators and if 
this varies by population subgroups.  
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 1.4 SIGNIFICANCE, SCOPE AND DEFINITIONS 
1.4.1 Significance 
Given the prevalence of overweight and obesity (see ABS, 2012), and the 
evidence that dieting approaches are adopted even by adults classified in the normal 
weight range (Yoong, Carey, Sanson-Fisher, & D’Este, 2012; 2013), understanding 
the determinants of these approaches and their associations with demographic and 
health status indicators is critical in order to encourage appropriate interventions for 
different population subgroups. The recent publication of several review articles and 
trials comparing dieting and non-dieting approaches (see Bacon & Aphramor, 2011; 
Schaefer & Magnuson, 2014; Van Dyke & Drinkwater, 2013) suggests there is 
significant interest internationally in this area of investigation. Furthermore, it is 
apparent that many adults will attempt to lose weight without consulting a health 
professional (see, for example, Yoong, Carey, Sanson-Fisher, & D’Este, 2012). This 
indicates that it is vital to understand the psycho-social reasons why individuals 
decide to diet or non-diet in naturalistic settings in order to discourage or encourage 
behaviour. While there is a growing research literature comparing dieting and non-
dieting approaches in randomised controlled trials, less research has compared the 
determinants of each approach.  
1.4.2 Scope 
Although I sought to compare dieting and non-dieting individuals on a range of 
health status and nutrition indicators in phase 1, this analysis focused more on 
breadth than depth of constructs, and therefore necessitates future research using 
more extensive measures to ascertain how robust our findings across different 
assessment methods and different subgroups of dieters and non-dieters. Although 
dieting and non-dieting paradigms often include a physical activity component, 
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 which I did not focus on as a dependent variable because I considered this to be 
outside the scope of the research. I did not differentiate between different subsets of 
dieting and non-dieting paradigms because these are diverse in nature and 
accordingly I anticipated that it would be difficult to subject these to quantitative 
examination without extremely large sample sizes. 
In framing this research, I will make several clarifications at the outset to 
delimit the scope. This research in phase 2 did not intend to investigate all possible 
determinants of dieting and non-dieting approaches. Instead, this thesis utilised an 
inductive methodology to develop a model that was then tested using a deductive 
methodology. This hoped that this methodology would generate new insights into the 
determinants of these two approaches. The inductive methodology involved using a 
grounded theory design to extract a range of determinants as identified by a sample 
of obese or previously obese participants who were either dieters or non-dieters. The 
social-cognitive and psychological variables extracted from this study were then 
tested using an online quantitative survey. I also focused on how these differed only 
among two population demographic factors, gender and BMI status, since more 
specific examination of other subgroups would require an extremely large sample 
because of the analytic technique (structural equation modelling) and the complexity 
of the model I analysed.   
1.4.3 Definition of terms used 
In accordance with the difficulties outlined above concerning non-
differentiation between different approaches, I took a reductionist approach to 
conceptualising the dieting and non-dieting dependent variables. Both were defined 
by their objectives (weight loss vs eating healthily), and target behaviours (dieting, or 
eating healthily without dieting), were based on a standard definition of dieting 
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 offered by the National Task Force on the Prevention and Treatment of Obesity in 
their review of the behavioural effects of dieting in obese adults. This definition was 
chosen because it has been subsequently adopted in recent reviews (Butryn & 
Wadden, 2005; Mann et al., 2007) and was considered to be a definition used in 
practice by two dietitians I sought advice from on the matter. 
The conceptualisations of non-dieting eating styles evident in the literature are 
multidimensional and overlapping, and include intuitive eating (Tribole & Resch, 
1995; 2003; 2012), competent eating (Satter, 2007a; 2007b), and mindful eating 
(Mathieu, 2009). As a result, I utilised a broader, all-encompassing target behaviour 
of “eating healthily without dieting” as the non-dieting dependent variable, based on 
the assumption that all these approaches would have a focus on healthy eating but be 
antithetical to dieting. The justification for the use of this variable is elaborated upon 
further in the methods section of study 2, and convergent and discriminant validity 
for these measures was undertaken in studies 2 and 4. I now turn to section 1.5, 
which provides an overall outline of the remaining chapters of the thesis and their 
contribution to the overall research questions. 
1.5 THESIS OUTLINE 
The remainder of this thesis consists of an extended literature review (Chapter 
2), the research design for the present program of research (Chapter 3), the four 
publications comprising this research (Chapters 4-7), followed by general discussion 
and conclusions pertaining to the overall program of research (Chapter 8).  
 
 
 
Chapter 1: Introduction 9 

 Chapter 2: Literature Review 
This chapter begins with a discussion of the epidemiology of overweight and 
obesity in Australia (section Error! Reference source not found.), and 
subsequently reviews literature on the following topics: Physical health 
consequences of overweight and obesity (section 2.2), specifically morbidity and 
mortality; psychological consequences of overweight and obesity (section 2.3), 
specifically depression and anxiety; social consequences of overweight and obesity 
(section 2.4); economic consequences of obesity (section 2.5); the benefits of weight 
loss for adults who are overweight or obese (section 2.6); evidence for dieting in the 
treatment of overweight and obesity (section 2.7); population- (section 2.8) and 
individual-level (section 2.9) approaches to the treatment of overweight and obesity; 
responses to public health approaches (section 2.10), in terms of prevalence of 
weight control efforts and attitudes towards public health campaigns; alternative 
paradigms for the treatment of overweight and obesity (section 2.11), and the 
necessity of research on the determinants of dieting and non-dieting approaches 
(section 2.12). I conclude in section 2.13 with a summary and implications of this 
chapter. 
2.1 EPIDEMIOLOGY OF OVERWEIGHT AND OBESITY 
The most recent findings from the Australian Health Survey (AHS), 
conducted nationwide between 2011 and 2012, indicated that 35% of Australians 
aged 18 years and over were overweight, while 28.3% were obese (ABS, 2012). The 
combined prevalence of overweight and obesity was higher in men (70.3%) than 
women (56.2%), although both have increased by 2.6% and 1.5% respectively since 
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 2007-08 (ABS, 2010). As Figure 1 indicates, these rates were highest among adults 
aged 65-74 (74.7%) and lowest among adults aged 18-24 years (38.4%).  
 
Figure 2.1. Proportion of persons who were overweight or obese by age group, 2011-
12 
Source: Australian Bureau of Statistics, 2012, Australian Health Survey: First 
Results, 2011-12, cat. no. 4364.0.55.001: Overweight and obesity, viewed 11 May 
2014, 
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/034947E844F25207CA257AA300
14BDC7?opendocument  
These prevalence rates were based on measuring height and weight to 
calculate body mass index (BMI), which is considered a more accurate approach than 
self-reported height and weight since weight tends to be underestimated and height 
tends to be overestimated (Gorber, Tremblay, Moher, & Gorber, 2007). In 
comparison with earlier national surveys, the ABS has noted that the combined 
prevalence of overweight and obesity has increased linearly over time, from 56.3% 
in 1995, to 61.2% in 2008-08, to the most recent estimate of combined prevalence 
being 64.3% (see Figure 2). 
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Figure 2.2. Proportion of persons 18 years & over who were overweight or obese, 
1995 to 2011-12 
 
 Source: Australian Bureau of Statistics, 2012, Australian Health Survey: First 
Results, 2011-12, cat. no. 4364.0.55.001: Overweight and obesity, viewed 11 May 
2014, 
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/034947E844F25207CA257AA300
14BDC7?opendocument 
 
 Socio-economic status is also related to levels of obesity. For instance, while 
men are unaffected, women who live in areas of most disadvantage (64% 
overweight) are more likely to be overweight or obese than those in areas of most 
advantage (48% overweight) (ABS, 2013a). Furthermore, the results of the 2011-13 
Australian Health Survey indicated that Australians living outside Major cities have 
higher rates of overweight and obesity (ABS, 2013a). Specifically, men living in 
Inner regional, Outer regional and Remote areas of Australia were more likely to be 
overweight or obese (74%) than men residing in Major cities (68%). For women the 
same trend emerged; women living in Inner regional, Outer regional and Remote 
areas were more likely to be overweight or obese (63%) than women 
residing in Major cities (53%) (ABS 2013b). 
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2.2 PHYSICAL HEALTH CONSEQUENCES OF OVERWEIGHT AND 
OBESITY 
These increasing rates of overweight and obesity would not be problematic 
but for the significant physical, psychological, social, and economic costs of excess 
weight gain. In terms of physical health, morbidity and mortality resulting from 
overweight and obesity are of primary concern and there is substantial literature to 
suggest a relationship exists between the two (for a recent systematic review, see 
NHMRC, 2013b). 
2.2.1 Morbidity 
The most recent summary of evidence for the relationship between 
overweight and obesity and the incidence of health-related co-morbidities comes 
from a systematic review and meta-analysis of 89 prospective cohort studies 
conducted by Guh et al. (2009). In total, statistically significant associations with 18 
comorbidities were observed, suggesting that being overweight was significantly 
associated with: type II diabetes incidence; all cancers except oesophageal (for 
females), pancreatic and prostate cancer; almost all cardiovascular diseases with the 
exception of congestive heart failure; chronic back pain; osteoarthritis; gallbladder 
disease; and asthma. Obesity was significantly related to type II diabetes incidence, 
all cancers with the exception of oesophageal and prostate, all cardiovascular 
diseases, chronic back pain, osteoarthritis, gallbladder disease, and asthma. The 
strongest relationships observed were between BMI status and type II diabetes 
incidence for females, with the relative risk (RR) of females who were overweight 
having type II diabetes being 3.92 (95% CI: 3.10-4.97) and the RR of females who 
were obese having type II diabetes being 12.41 (95% CI: 9.03-17.06).  
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 Strazullo et al. (2010) examined the relationship of excess body weight to 
stroke incidence in a meta-analysis of prospective studies with a minimum follow-up 
period of four years. Twenty-five studies were reviewed which collectively include 
2,274,961 participants and 30,757 events of ischaemic and haemorrhagic stroke. For 
overweight individuals, the RR of ischaemic stroke was 1.22 (95% CI, 1.05–1.41) 
while for obese individuals it was 1.64 (95% CI, 1.36 –1.99). The RR for 
haemorrhagic stroke was non-significant in both overweight (RR, 1.01, 95% CI, 0.88 
–1.17) and obese individuals (RR, 1.24, 95% CI, 0.99 –1.54).  
2.2.2 Mortality 
A recent systematic review and meta-analysis of the relationship between 
overweight, obesity, and all-cause mortality controversially found evidence of a u-
shaped relationship between BMI and mortality (Flegal, Kit, Orpana, & Graubard, 
2013). The authors included 97 studies with a combined sample size of over 2.88 
million individuals and over 270,000 deaths. The hazard ratio was significantly lower 
for overweight (0.94, 95% CI, 0.91-0.96) and not significantly different for grade 1 
(BMI of 30-<35) obesity (0.95 95% CI, 0.88-1.01), relative to the normal weight 
range reference group (BMI of 18.5-<25). As expected, hazard ratios were 
significantly higher for grades 2 (BMI of 35-<40) and 3 (BMI ≥40) obesity combined 
(1.29, 95% CI, 1.18-1.41) relative to the normal weight range group. The authors 
noted that these findings remained stable after eliminating studies which collected 
self-report data on height and weight and studies which were inadequately adjusted 
for covariates.  
However, the findings of Flegal, Kit, Orpana, and Graubard (2013) have been 
criticised on several grounds. Firstly, it has been noted that BMI is a practical yet 
imperfect measure of fat mass, since it does not account for body composition (fat 
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 mass and fat-free mass) and can consequently underestimate the distribution and 
extent of adiposity (Viña, Consuelo Borras, & Gomez-Cabrera, 2013). BMI is 
particularly inappropriate for athletic populations because, although weight is 
correlated with body fat, it also correlates with lean muscle mass and may therefore 
incorrectly classify muscular individuals as overweight or obese (Viña et al.). 
Furthermore, lean body mass decreases during ageing and in chronic conditions 
including rheumatoid arthritis and malignancy, while fat mass can be preserved or 
increased (Prado et al., 2008), which therefore underestimates the prevalence of 
overweight and obesity in these groups. Relatedly, it has been noted that conclusions 
on the relationship between excess adiposity and mortality would benefit from using 
waist circumference, waist-hip-ratio, and weight gain as additional measures of 
overweight and obesity (Willett, Hu, & Thun, 2013; Viña, Consuelo Borras, & 
Gomez-Cabrera, 2013). However, BMI is used regularly to assess prevalence and 
distribution of overweight and obesity on a population level. 
Willett, Hu, and Thun (2013) contend even more strongly that Flegal’s study 
is flawed, noting that the comparison group consisting of normal weight individuals 
is heterogeneous, sometimes including those lean and active, heavy smokers, frail 
and elderly, and chronically ill individuals with resulting disease-related weight loss. 
These factors would underestimate the risk of mortality in overweight and obese 
groups in the analysis, especially since data on previous weight loss, smoking status, 
clinical conditions, and age were not available (Willett et al.). In response to these 
concerns, Flegal, Kit, and Graubard (2013) have clarified that almost all hazard ratios 
summarised in their review were adjusted for smoking behaviour, clinical conditions, 
and age, while many studies in their review deleted the first few years of follow-up 
to minimise the effects of illness-related weight loss.  
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 In contrast, previous studies in this area have observed an increased risk of 
mortality for individuals with a BMI of 25 and above (overweight). The Prospective 
Studies Collaboration (2009) examined the relationship between BMI and cause-
specific mortality in 900,000 adults who had participated in 57 prospective studies. 
The authors attributed excessive mortality above the normal weight range largely to 
vascular disease, and noted that, for those who were obese, median survival was 
reduced by 2-4 years at a BMI of 30-35, and 8-10 years at a BMI of 40-45. 
Furthermore, in an analysis of the relationship between BMI and mortality, based on 
pooled data from 19 prospective studies collectively including 1.46 million 
participants, De Gonzalez et al. (2010) found that overweight and obesity were 
associated with increased all-cause mortality, a risk which increased progressively 
with the degree of overweight or obesity. In summary, most studies do suggest that 
there is an increased risk of mortality when one is overweight or obese, and the 
evidence surrounding this conclusion becomes stronger for those who are classified 
as obese.  
2.3 PSYCHOLOGICAL CONSEQUENCES OF OVERWEIGHT AND 
OBESITY 
2.3.1 Depression 
Luppino et al. (2010) recently conducted a meta-analysis of 15 studies 
prospectively examining bidirectional relationships between obesity and depression. 
In total, 55,387 participants were included in an examination of the link between 
obesity at baseline and development of depression; while a pooled analysis of 7,196 
subjects were examined for the reverse relationship with depression leading to 
obesity. The pooled odds ratio for the eight studies examining the link between 
baseline obesity and development of depression at follow-up was 1.55. For the 
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 depression-obesity link, the pooled odds ratio for the nine studies was 1.58. This 
suggests that depression may not only be a psychological consequence of obesity but 
obesity may also be a consequence of depression. Although there are several possible 
mechanisms which I will not detail here, this latter relationship may be because a 
number of mood-stabilising medications and atypical antipsychotic medications have 
side effects of encouraging weight gain through increased appetite (Scott et al., 
2008). 
2.3.2 Anxiety  
In the area of anxiety, Gariepy, Nitka, and Schmitz (2010) conducted a 
systematic review and meta-analysis of the relationship between obesity (as an 
explanatory variable) and anxiety disorders (as an outcome variable). Overall 
evidence from 16 nationally representative observational studies (two longitudinal 
and 14 cross-sectional) suggested a weak but positive association between obesity 
and anxiety in adults. The pooled odds ratio for the cross-sectional studies was 1.4. 
Inconsistent findings were observed between the two longitudinal studies.  
In a large cohort of 33,777 Norwegian men and women, Bjerkeset et al., 
(2008) found that obesity significantly predicted anxiety disorder at approximately 
10 years of follow-up in men but not in women. The association strengthened for 
men but was non-significant for women when stratified for gender. Baseline anxiety 
was only controlled partially at baseline with a crude measure of common anxiety 
disorders, indicating that anxiety at 10 years later may have been explained by 
baseline anxiety disorder.  
In the other prospective study, Kasen et al. (2008) followed a smaller sample 
of 544 American mothers, interviewing them on three occasions in 1975, 1983, and 
2002-2005. Obese women had a higher risk of developing generalised anxiety 
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 disorder relative to normal-weight women, even after controlling for important 
confounding variables. This study possessed limited generalisability (mothers only) 
and may have been weakened by recall bias given that participants were required to 
remember pre-pregnancy weight which was five years earlier on average. Baseline 
psychopathology was ascertained with depressive symptoms in 1983 which may also 
have prevented proper control for confounding psychopathology at baseline.  
Several cross-sectional studies examining obesity and anxiety have 
demonstrated significant positive relationships (Barry, Pietrzak, & Petry, 2008; 
Baumeister & Härter, 2007; Becker, Margraf, Türke, Soeder, & Neumer, 2001; 
Matheret a;., 2008; Moore, Stunkard, & Srole, 1997; Patten & Ming Fu, 2007; 
Scottet a;., 2008), while five others showed positive but non-significant for at least 
one gender (Bruffaerts et al., 2008; Hach et al., 2007; Herpertz et al., 2006; Simon et 
al., 2006; Zhao et al., 2009).  
The largest of the cross-sectional studies, conducted by Zhao et al., examined 
the relationship of obesity and anxiety in 177,047 American adults. A significant 
positive relationship was observed between self-reported BMI and self-reported but 
medically diagnosed anxiety disorder for obese (BMI ≥ 30) women. After adjusting 
for demographics, smoking, heavy alcohol consumption, leisure-time exercise, 
emotional support, life satisfaction, and general health status, a significant 
association was observed only in severely obese (BMI ≥ 40) men relative to normal-
weight men. Two studies also observed negative, non-significant trends between 
obesity and men (Fick et al., 2008) or panic attacks (Hällström & Noppa, 1981), 
although Hallstrom et al. did not adjust for confounding variables. Although age, 
gender, and proxy measures for socio-economic status (SES) were often controlled 
for, only three studies controlled for physical (Hachet a;., 2007; Matheret a;., 2008; 
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 Zhaoet a;., 2009) and psychiatric (Ficket a;., 2008; Scottet a;., 2008; Simonet a;., 
2006) comorbidities, both of which may account for an observed association between 
obesity and anxiety.  
In summary then, the relationship between obesity and depression appears to 
be bidirectional. In the area of anxiety, results are more mixed, and only two 
prospective studies have identified a temporal relationship between obesity and the 
development of anxiety. The evidence that does exist suggests a weak but positive 
relationship between the two conditions. 
2.4 SOCIAL CONSEQUENCES OF OVERWEIGHT AND OBESITY 
In light of the increasing prevalence of overweight and obesity, weight bias, 
or attitudes which reveal bias against people who are overweight or obese, are 
significant because they may contribute towards unhealthy eating behaviours, 
reduced participation in/avoidance of exercise, and psychological distress (see Puhl 
& Heuer, 2009). Unhealthy eating behaviours may contribute towards weight gain by 
increasing energy intake, while avoiding exercise, the most variable component of 
daily energy expenditure (Hill, Saris, & Levine, 2004), may lead to lower energy 
expenditure. Increases in energy intake and decreases in energy expenditure 
predispose the individual to a positive energy balance and consequently additional 
weight gain and obesity.  
Cross-sectional studies have consistently observed positive associations 
between binge eating behaviours and weight bias. In a study of 1,013 adult women 
who were members of a weight loss support organisation, more frequent binge-eating 
and refusal to diet were associated with those who internalised negative weight-based 
stereotypes compared to those who did not (Puhl, Moss-Racusin, & Schwartz, 2007).  
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 In another sample of 93 treatment-seeking obese adults, stigmatising 
experiences also significantly predicted binge-eating behaviour, accounting for 20% 
of the variance in binge-eating (Ashmore, Friedman, Reichmann, & Musante, 2008). 
Of this variance, between 7 and 34% was accounted for by various indicators of 
psychological distress, suggesting that psychological functioning mediated between 
stigmatising experiences and binge-eating behaviour. Among 94 obese adults 
seeking weight loss surgery, recent experiences of perceived weight-based 
stigmatisation were associated with a binge eating disorder (BED) diagnosis 
(Friedman, Ashmore, & Applegate, 2008). The odds ratio for BED diagnosis was 3.3 
for those exposed to stigma compared to those not exposed to stigma. Additional 
cross-sectional findings in non-clinical (Annis, Cash, & Hrabosky, 2004; Womble et 
al., 2001) and university samples (Benas & Gibb, 2008; Mora-Giral, Raich-Escursell, 
Segues, Torras-Clarasó, & Huon, 2004) have confirmed the increased risk of binge-
eating behaviours from perceived weight-based stigmatisation. A recent prospective 
study of 2,516 adolescents also found that weight-related teasing predicted binge-
eating at the five-year follow-up for both males and females, even after controlling 
for age, race, and socioeconomic status (Jess, Dianne, Marla, & Peter, 2006). 
Mixed findings emerging in clinical samples suggest a more complex 
relationship between weight bias and eating behaviours. In a study of 174 bariatric 
surgery candidates, patients who reported a history of perceived weight-based teasing 
in childhood did not differ significantly from those who were not teased on dietary 
restraint (a tendency to restrict food intake in order to control body weight) and 
binge-eating frequency (Rosenberger, Henderson, Bell, & Grilo, 2007). In a small 
sample of patients with bulimia nervosa (N = 32) and BED (N = 32) matched on BMI 
and age, both groups had similar levels of general appearance-based teasing while a 
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 higher frequency of perceived weight-based teasing was reported by patients with 
bulimia nervosa (Jackson, Grilo, & Masheb, 2002). With the exception of dietary 
restraint, which was associated with general appearance-based teasing in the BED 
group, teasing was not related to most eating disorder features in both groups. 
A study of 2,449 overweight and obese women by Puhl and Brownell (2006) 
indicated that coping responses may affect the relationship between weight bias and 
eating behaviour. Seventy-nine percent of participants coped with weight bias on 
multiple occasions by eating more food, 75% reported coping by refusing to diet, and 
63% reported coping by attempts at dietary restraint. A non-significant association 
was found between stigmatisation and BED status, leading Puhl and Brownell to 
hypothesise that psychological functioning mediated between weight bias and BED 
status.  
Recent evidence also suggests that weight bias increases avoidance of 
physical activity (Puhl & Heuer, 2009), which may contribute towards weight gain 
and obesity. Among 100 female college students, Vartanian and Shaprow (2008) 
found a positive relationship between stigma experiences and motivation to avoid 
exercise, even after controlling for BMI and body dissatisfaction. Consequently, 
avoidance of exercise was associated with less frequent moderate and strenuous 
exercise. Low levels of obesity in the sample participants (25 were obese) may have 
explained why a direct association was not found between weight stigma and self-
reported exercise behaviour. Vartanian and Shaprow suggest that embarrassment 
may mediate this relationship, based on findings from an urban representative 
population survey of 2,298 overweight/obese adults which found an association 
between being ‘too fat’ as a barrier to physical activity and feeling embarrassed 
(Ball, Crawford, & Owen, 2000). 
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 In terms of psychosocial mechanisms explaining the relationship between 
obesity and anxiety, weight discrimination in public and private spheres (Puhl & 
Heuer, 2009), poorer social support and social capital (Carr & Friedman, 2005), and 
lower SES (Maranto & Stenoien, 2000; Muennig, 2008; Puhl & Brownell, 2003) 
relative to normal weight range individuals can increase the risk of psychological 
distress (Alloway & Bebbington, 1987; Cairneyet a;., 2008).   
In summary then, the associations between perceived stigmatisation and other 
negative social consequences appear many and are varied. Given that almost two 
thirds of Australians are overweight or obese (ABS, 2012), it is likely that this 
stigmatisation is targeted at individuals who have higher body mass indexes.  
2.5 ECONOMIC CONSEQUENCES OF OVERWEIGHT AND OBESITY 
Colagiuri et al. (2010) have estimated the health costs of overweight and 
obesity in Australia relative to normal weight adults using data collected in 2004-
2005 from the Australian Diabetes, Obesity and Lifestyle study. This included data 
from 6,140 participants aged ≥ 25 years at baseline. The methodology considered 
direct health-care costs, direct non-health care costs and government subsidies 
related to overweight and obesity, which were classified using BMI and waist 
circumference (WC). Direct health-care costs included ambulatory services, 
hospitalisation, prescription, medication, and associated consumables (e.g., blood 
glucose self-monitoring meters and strips). While cost of aspirin was included, 
prescription medication for creams, eye drops, and inhalers were not. Direct non-
health care costs considered transport to hospitals, supported accommodation, home 
service and day centres, and the price of purchasing special food. Government 
subsidies considered included payments for aged pension, disability pension, veteran 
pension, mobility allowance, sickness allowance, and unemployment benefit.  
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 Colagiuri et al., found that this annual total direct cost, including both health 
care and non-health care costs, increased from $1462 per person (95% CI = $1204-
$1740) for normal weight adults to $2788 (95% CI = $2542-$3035) for adults who 
were obese, regardless of the definition of obesity adopted (BMI, WC, or both). 
Furthermore, it was estimated that the combined cost of overweight and obesity in 
Australia in 2005 was $21 billion, which included $6.5 billion (95% CI = $5.8-$7.3 
billion) for overweight adults aged ≥ 30 years and $14.5 billion (95% CI = $13.2- 
$15.7 billion) for obesity. Additionally, $35.6 billion (95% CI = $33.4-$38.0 billion) 
of government subsidies were received by overweight and obese individuals. Finally, 
in a comparison of those who had lost weight with those who remained obese 
between 1999-2000 and 2004-2005, Colagiuri et al. noted that costs were lower 
among overweight or obese people who lost weight or reduced WC relative to 
individuals who had remained or become obese.  
These estimates of total cost were substantially greater than those offered in 
previous years by Access Economics (2006; 2008), who estimated the total cost as 
$3.8 billion in 2006 and $8.3 billion in 2007, based on a methodology which 
allocated national health costs to specific diseases arising from obesity, and did not 
calculate costs attributable to overweight (BMI, 25–29.9 kg/m2). In contrast, the 
study by Colagiuri et al., (2010) collected cost data from individuals concerning 
health services utilisation and health-related expenditure, and then extrapolated this 
cost based on BMI and WC status of participants measured by physical examination 
in the 2004-2005 follow-up survey. These findings suggest that the prevalence of 
overweight and obesity and associated morbidity is directly related to government 
expenditure and economic costs. 
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 2.6 BENEFITS OF WEIGHT LOSS FOR INDIVIDUALS WHO ARE 
OVERWEIGHT AND OBESE 
In summary, although some areas are equivocal and controversial, the overall 
scientific consensus expressed in several clinical guidelines (see Fitch et al., 2013; 
MOH, CTRU, 2009; NHLBI, NIH, 1998; NICE, 2006; NHMRC, 2013a; SIGN, 
2010) is that excess weight poses a risk to good physical and mental health. In 
response, the most recent clinical guidelines released in Australia suggest that, based 
on their systematic review (NHMRC, 2013b), modest and achievable weight loss 
amounting to 5% of initial body weight lowers the health risks associated with excess 
weight. This weight loss is purported to reduce cardiovascular risk factors; prevent, 
delay progression of, or improve control of type II diabetes; improve kidney disease 
and sleep apnoea, and may improve symptoms associated with musculoskeletal 
problems, gastro-oesophageal reflux, or urinary incontinence (NHMRC, 2013a).  
These well documented physical health consequences and the associated 
benefits of weight loss have provided impetus to the research community to identify 
dieting approaches which can lead to long-term weight loss. 
2.7 EVIDENCE FOR DIETING IN THE TREATMENT OF OVERWEIGHT 
AND OBESITY 
Historically, the main behavioural treatment paradigm for weight loss used by 
professionals in the obesity field has been dieting (Foster & McGuckin, 2002), 
which, although subject to various definitions, is defined by the National Task Force 
on the Prevention and Treatment of Obesity in America as: “the intentional and 
sustained restriction of caloric intake for the purpose of reducing body weight or 
changing body shape” (NTFPTO, 2000). This paradigm manifests in primary health 
care settings with general practitioners and dietitians, and hospital- and university-
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 based settings as low- or very-low-calorie diets (Tsai & Wadden, 2006) and is 
augmented with behavioural or cognitive-behavioural weight reduction strategies 
(Shaw, O’Rourke, Del Mar, & Kenardy, 2005). This paradigm takes the form of 
commercial weight loss programs, and do-it-yourself diets in the wider community 
(Stroebe, 2008).  
Mann et al. (2007) reviewed seven randomised controlled trials assessing 
long-term outcomes (≥ 2 years) of calorie-restrictive diets. While some studies did 
observe significant differences in weight loss between dieters and individuals not 
dieting, these were practically quite small, amounting to a 1.1kg loss on average 
across the trials in intervention groups; while control groups gained 0.6kg on 
average. In a further 14 observational studies that followed participants for at least 
four years after a diet, Mann et al. identified an average weight loss of 14kg on the 
diet, with 11kg of this had been gained back at the long-term follow-up. Eight of 
these studies provided sufficient data to estimate the percentage of participants who 
weighed more at follow-up than before they did on the diet, which ranged from 29% 
to 41% across the studies. The authors also suggested that actual outcomes could be 
worse since these studies generally have: high attrition rates (67% on average); 
collect self-reported weight over the phone or by mail (56% of participants on 
average); confound the effects of diet with that of exercise; and confound the effects 
of the initial diet with subsequent diets that participants have attempted. These 
attrition rates may be due to the fact that individuals who put on large amounts of 
weight again are less likely to show up for follow-up tests (see Grodstein, Levine, 
Spencer, Colditz, & Stampfer, 1996; Hovell et al., 1988). It is well known that 
people underestimate their weight (see Gorber, Tremblay, Moher, & Gorber, 2007), 
which could overestimate the success of these diets. While exercise is an important 
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 aspect of multicomponent programs, it also correspondents to weight loss 
maintenance (Fogelholm & Kukkonen-Harjula, 2000; Wing, 1999), and may 
therefore overestimate weight loss due to calorie-restrictive diets. Failure to also 
account for the effects of additional dieting attempts and associated weight loss 
would also overestimate the long-term efficacy of the diet (Wadden et al., 1989). 
Powell, Calvin, and Calvin (2007) summarised evidence from nine 
randomised controlled trials, including nine lifestyle trials, five drug trials, and two 
surgical trials, on their ability to promote sustained reductions in weight over a two 
year period. A weight loss of 3.2kg was sustained for 2 years across the lifestyle and 
drug interventions, which also had the effect of showing improvements in diabetes, 
blood pressure, and/or risk factors for cardiovascular disease. Of the lifestyle trials, 
most combined dietary change with exercise, involving low fat or low calorie diets, 
changes in eating patents, sodium restriction, exercise, behaviour modification, 
and/or education. The two surgical interventions observed significant net weight 
differences of 23kg (Andersen et al., 1988) and 37kg (Danish Obesity Project, 1979) 
after two years of follow-up. Approximately 70% of patients reached weight loss 
goals.   
Shaw, O’Rourke, Del Mar, and Kenardy (2005) conducted a systematic 
review specifically focusing on psychological interventions for overweight or 
obesity. Thirty-six randomised controlled clinical trials including 3,495 participants 
were included. The majority of these studies employed behavioural and cognitive-
behavioural weight-reduction strategies, with cognitive therapy, psychotherapy, 
relaxation therapy, and hypnotherapy employed in a few studies. The mean 
difference in weight between individuals undergoing behaviour therapy and placebo 
was 2.5 kg (95% CI – 1.7 – 3.3). Behaviour therapy also resulted in a greater weight 
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 reduction when combined with a diet/exercise approach than diet/exercise alone. 
Cognitive-behaviour therapy in combination with diet and exercise was found to 
increase weight loss relative to a diet/exercise alone intervention, with a weight mean 
difference of 4.9kg (95% CI -7.3 to -2.4) observed between these two groups. Shaw 
et al. concluded that overweight or obese individuals benefit from behavioural and 
cognitive-behavioural interventions, but also noted that some trials suffer from a lack 
of long-term follow-up required to document weight regain.  
Additionally, in a systematic review and meta-analysis of 80 weight-loss 
clinical trials with a minimum one-year follow-up, (Franz et al., 2007), a mean 
weight loss of 5-8.5kg was observed during the first six months of interventions 
including a reduced-energy diet and/or weight loss medications. Studies which were 
48 months long observed a mean weight loss of three to six kilograms with no groups 
experiencing weight regain. In total, 26,455 individuals participated in these studies 
and 69% of them completed the trial. 
In summary, it therefore appears that weight can be lost, it is regained over 
time to various degrees, but individuals who are overweight and obese do still benefit 
from the aforementioned interventions. In some cases, they do lose moderate 
amounts of weight, which, at least in the short-term, can improve obesity-related 
comorbidities (NHMRC, 2013a). As Strobe (2008) has noted, individuals may still 
be better off dieting than doing nothing because they are less likely to gain weight, as 
middle-aged populations will generally gain weight progressively at 0.5kg to 1kg per 
year over their lifetime without weight control efforts (Hutfless et al., 2013). Since 
the risks associated with overweight and obesity described above are considered 
substantial, population (e.g., Shape Up Australia) and individual-level approaches 
have been formulated which emphasise to the general public the health risks of 
28 Chapter 2: Literature Review 
 overweight/obesity and promote healthy eating and physical activity as preventative 
strategies to lose weight (Lewis et al., 2010a). 
2.8 ENVIRONMENTAL APPROACHES 
There is a broad consensus amongst obesity researchers that the environment 
plays a role in the development and maintenance of overweight and obesity. This 
environment has been referred to as an “obesogenic environment” which promotes 
weight gain and is not conducive to weight loss either in the home or the workplace 
(Swinburn, Eggar, & Raza, 1999). It has been argued that an ecological approach 
which sees overweight and obesity as a normal response to an abnormal environment 
is necessary, and understanding, measuring, and changing the “obesogenic” 
environmental is critical to succeed in the fight against the epidemic (Egger & 
Swinburn, 1997). This approach necessitates exploring the built and food 
environments in which people live (Lake & Townshend, 2006). As Lake and 
Townshend note, these environmental aspects can include (1) the physical design 
(the built environment); (2) the socio-cultural rules governing these environments; 
and (3) the socio-economic status of these environments. In terms of the built 
environment, the physical design, land use patterns (residential, commercial, office, 
industrial, and other activities), and transportation systems can all potentially 
influence levels of physical activity in the environment. The food environment, on 
the other hand, can include availability and access to food, food advertising and 
marketing (Lake & Townshend, 2006). This also includes the food available for 
home consumption from supermarkets and grocery shops, and the proximity and 
availability of ready-made food for home and out-of-home consumption from 
restaurants and takeaway outlets (Cummins & McIntyre, 2006). Recent reports from 
the United Kingdom evaluating the evidence concerning the environment and obesity 
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 do suggest that the environment does influence levels of physical activity and obesity 
(see Foresight, 2007). 
In response to this, the Department of Health and Ageing, on behalf of the 
National Preventative Health Taskforce, commissioned the writing of a report titled: 
Obesogenic environments: building a culture of active and connected communities. 
Recommended key action areas included changing the environment to increase 
physical activity and decrease sedentary behaviour. Since 2008, the federal 
Government implemented over 4,000 sport and recreation projects under the 
Building the Education Revolution. The Government also provided approximately 
$167 million across three years to establish and re-establish over 140 community 
sport and recreation facilities and provided over $300 million to local government 
organisations to reinvigorate recreation facilities under the Regional and Local 
Community Infrastructure Program. This money went towards renovating or 
refurbishing recreational facilities such as sports grounds and facilities, swimming 
pools, sports stadiums, walking tracks and bicycle paths, community recreation 
spaces, skate parks, playgrounds, BMX/Mountain Bike parks/trails, rail trails, and 
surf lifesaving clubs. The Commonwealth government also provided $40 million to 
the National Bike Path Project to construct bike paths. In 2008-09, the 
Commonwealth Government also provided $710,000 to the Health Spaces and Places 
project, which involves collaboration between the Planning Institute of Australia, the 
Heart Foundation and the Australian Local Government Association, with the aim of 
modifying the design of built environments to promote physical activity.  
Another key recommended action area relates to driving change within the 
food supply to increase the availability and demand of healthier food products, and 
decrease the availability of and demand for unhealthy food products. The Federal 
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 Government has commissioned a review of economic policies and taxation systems, 
and considered methods for using taxation, grants, pricing incentives and/or 
subsidies to: 
• Promote the production of healthier food and beverage products, 
including reformulation of existing products; 
• Increase the consumption of healthier food and beverage products; 
• Decrease the production, promotion and consumption of unhealthy food 
and beverage products; and 
• Promote healthy weights. 
2.9 POPULATION-LEVEL PUBLIC HEALTH APPROACHES 
People’s attempts to diet or adopt a non-dieting approached are also 
influenced by population-level public health approaches. On a national level in 
Australia, the Measure Up campaign (http://www.measureup.gov.au), which ran 
from 2006 to July 2013, aimed to reduce risk factors for chronic diseases including 
cancers, heart disease, and type II diabetes. Despite being conducted on a population-
scale, these still focus on individual-level approaches and place the responsibility for 
change in the individual’s hands. According to the website, the short-term objectives 
of this program included: 
• Increasing awareness of the link between chronic disease and lifestyle risk 
factors (poor nutrition, physical inactivity, unhealthy weight);  
• Raising appreciation of why lifestyle change should be an urgent priority;  
• Generating more positive attitudes towards achieving recommended changes 
in healthy eating, physical activity and healthy weight; and  
• Generating confidence in achieving the desired changes and appreciation of 
the significant benefits of achieving these changes. 
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 The long term objectives of the campaign were to:  
• Encourage Australians to make and sustain changes to their behaviour, such 
as increased physical activity and healthier eating behaviours, towards 
recommended levels; and  
• Contribute to reducing morbidity and mortality due to lifestyle related 
chronic disease in Australian adults (Australian Government, 2010). 
The Australian Government also maintains the website Shape Up Australia 
(http://shapeup.gov.au/), an initiative of the Australian National Preventive Health 
Agency focused explicitly on addressing overweight and obesity in Australia. An 
explicit objective of this campaign is to increase the effectiveness and coordination 
of healthy lifestyle and obesity prevention activities operating across government and 
non-government sectors. The initiative also seeks to promote a response to 
overweight and obesity that is consistent nationally, based on evidence stemming 
from prevention research, and reducing confusion in the community surrounding 
healthy eating and lifestyle. Collaborating bodies for this campaign include state 
governments, non-government public health organisations, Medicare Locals, and 
community-based health promotion organisations (ANPHA, 2013).  
These campaigns can be and have been criticised on the grounds that the 
focus is overwhelmingly on having a “healthy weight” to the detriment of a broader 
and more holistic focus on indicators of health and well-being (Bacon & Aphramor, 
2011). Additionally, there is debate as to whether the weight category of 
“overweight” actually carries a higher risk of mortality than the so-called “healthy 
weight” group (see Flegal, Kit, & Graubuard, 2013; Willett, Hu, & Thun, 2013). 
Several other public health approaches have been proposed or adopted to address the 
rising incidence and prevalence of overweight and obesity on a population level. One 
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 such option is reshaping the food supply towards lower risk products and pricing. 
This includes regulation of the price of fresh produce by the Australian Competition 
and Consumer Commission, and taxes and policies to decrease the price of fresh 
produce while increasing the price of foods high in saturated fat and energy density. 
A tax on unhealthy foods may not only discourage the consumer from purchasing 
these goods but may also motivate food manufacturers to reformulate existing 
products or produce new products to maintain market share (Australian Government, 
2009).  
Another option to promote active living is to provide financial incentives for 
individuals or families to engage in active living. As one example, the government in 
Nova Scotia, Canada, has provided a ‘Health Living Tax Credit’, which assists with 
the costs associated with registering children for sport or recreation activities that 
confer health benefits (Australian Government, 2009). Similarly, proposals to 
promote the use of active transport in Australia include replacing subsidies which 
encourage private and company motor vehicle use (e.g., subsidised car parking and 
novated leases) coupled with incentives for walking, cycling, or taking public 
transport to work (e.g., fare rebates, showers and safe bicycle parking facilities, 
bicycle maintenance vouchers and bonuses for using alternative modes of transport) 
(Australian Government, 2009).  The current fringe benefits tax system (FBT) 
encourages workers to maximise car use because the FBT payable and taxable value 
of the car is reduced with the number of kilometres travelled each year (Australian 
Government, 2009).  
2.10 INDIVIDUAL-LEVEL CLINICAL APPROACHES 
Peoples’ attempts to diet or follow non-dieting approaches are also influenced 
by the information they receive in clinical settings, such as visits to general 
Chapter 4: Literature Review 33 
 practitioners, dietitians and psychologists. For these health professionals, evidence-
based clinical guidelines for the management of overweight and obesity in adults 
produced by the National Health and Medical Research Council recommend 
individualised, multicomponent programs focusing on increasing physical activity, 
improving diet, and behavioural components to lose weight or prevent weight gain or 
regain (see Fitch et al., 2013; MOH, CTRU, 2009; NHLBI, NIH, 1998; NICE, 2006; 
NHMRC, 2013a; SIGN, 2010). The Australian guidelines note that long-term weight 
management and monitoring is necessary for adults who are overweight and obese. 
Broadly, the guidelines indicate that all successful strategies require ongoing lifestyle 
change, tailored approaches are likely to be the most effective, with goals focussing 
on improved health and weight loss. As mentioned earlier, a 5% reduction of initial 
body weight is considered achievable and beneficial for most overweight and obese 
adults to reduce health risks, and benefits are incremental with further weight loss, 
especially in people classified as obese (NHMRC, 2013a). The intensiveness of 
interventions depends on the level of obesity, with multicomponent lifestyle 
interventions including a healthy eating plan, increased physical activity, and support 
for behavioural change the first approach recommended (NHMRC). Subsequently, 
very low-energy diets and medication may be appropriate for some people to lose 
more weight, while bariatric surgery is noted as the most effective intervention for 
individuals with severe obesity. The guidelines also acknowledge that long-term 
weight management is difficult because of strong physiological responses which 
increase hunger and encourage weight gain, which in turns necessitates regular long-
term support, repeated lifestyle interventions, and possibly more intensive 
treatments.  
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 2.11 RESPONSES TO PUBLIC HEALTH APPROACHES FOR 
OVERWEIGHT AND OBESITY 
2.11.1 Prevalence of weight control efforts 
Perhaps as a result of the prominent public health campaigns mentioned 
above, weight control efforts appear to be commonplace in Australia and other 
developed countries. Several cross-sectional studies in Australia have been 
conducted to date to investigate these efforts (Kenardy, Brown, & Vogt, 2001; Siu, 
Giskes, & Turrell, 2011; Timperio, Cameron-Smith, Burns, & Crawford, 2000; 
Williams, Germov, & Young, 2007; Yoong, Carey, Sanson-Fisher, & D’Este, 2012; 
2013).  
The most recent of these (Yoong et al., 2013) assessed intentions to lose 
weight in the next six months, reasons for wanting to lose weight, preferred 
personnel to assist with weight loss, and preferred mode of support amongst 1,306 
adults visiting general practices in Newcastle, Sydney, and Melbourne, Australia. 
Over half of the sample (n = 731, 56%) reported intending to lose weight in the next 
6 months, and individuals with significantly higher odds of these intentions included 
patients who were obese (odds 20 times greater than normal weight individuals), 
females, younger patients, those who had a trade certificate or higher levels of 
education, and those with high cholesterol. The most frequently reported reason for 
wanting to lose weight was “health”, which was listed most often by obese patients 
(72%), followed by overweight (57%) and normal weight (38%) individuals. Other 
reasons identified included to “achieve ideal weight” (10%) and to “improve physical 
fitness” (9.7%). Almost a third (28%) of normal weight participants indicated that 
being “currently overweight” was one of their three primary reasons for wanting to 
lose weight, suggesting that perceived weight was also important. Dietitians and 
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 general practitioners (GP) were cited by 61% of overweight and 74% of obese 
individuals as the preferred health professional to assist patients with these weight 
loss attempts.   
Yoong, Carey, Sanson-Fisher, and D’Este (2012) also reported on the self-
reported weight loss strategies of 1335 patients attending twelve Australian general 
practices. Findings suggested that weight loss attempts were most common among 
individuals who were obese (73%), followed by those who were overweight (55%) 
and normal weight (33%). Across all BMI categories, changing diet and increased 
physical activity were cited as the most commonly adopted strategies, while 
prescription medication, over the counter supplements, and weight loss specialists 
were employed relatively infrequently (< 10%). Among the 667 respondents who 
had attempted to lose weight, 50 (7.5%) used professional weight loss centre 
programs, 11 (1.7%) used prescription medication, 41 (6.5%) tried over-the-counter 
supplements, 477 (72.3%) reported changing their diet, and 359 (54%) reported 
increasing their exercise, while 43 (6.5%) reported consulting a specialist. Diets most 
frequently adopted to lose weight were low calorie and low fat in composition, while 
specialised meal replacements were adopted by obese individuals almost twice as 
often as they were by normal weight and overweight respondents. In total, of those 
who attempted to lose weight in the past 12 months, 138 (21%) consulted their GP 
prior to implementing any weight change strategies, although these consultations 
were employed more frequently by obese patients (43%) than overweight (15%) and 
normal weight (12%) patients.  
In a sample of 926 men and women aged between 45 and 60 years old living 
in Brisbane, Siu, Giskes, and Turrell (2011) observed that high proportions of both 
men (60.6%) and women (69.4%) reported efforts to control weight in the last 12 
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 months, with men significantly less likely to engage in these attempts than women. 
The most frequently adopted strategies were: reducing the amount of “junk” food 
and/or snacks (79.3%); decreasing fat intake (76.3%); increasing fruit and or 
vegetable intake (70.9%); reducing the amount of food eaten (69.4%), and increasing 
physical activity levels (68.1%).  
In an older study of 2500 Victorian adults, Timperio, Cameron-Smith, Burns, 
& Crawford (2000) found that 22.9% of respondents were trying to lose weight while 
26.6% were trying to avoid weight gain. The most common weight strategies 
mentioned by participants were watching the type of food eaten (95.6%), reducing 
dietary fat intake (87.3%), and engaging in physical activity or exercise (84.4%). 
More harmful strategies such as self-induced vomiting and smoking were used 
relatively infrequently. To lose weight, almost a third (26.8%) of adults thought that 
vigorous activity was necessary while over a third (35.3%) thought total omission of 
fat from the diet was needed. 
Kenardy, Brown, and Vogt (2001) examined the prevalence of dieting 
behaviours in young Australian women who participated in the Australian 
Longitudinal Study of Women’s Health (ALSWH). The sample included 14,686 
women aged between 18 and 23. Almost half (46%) of these women had dieted to 
lose weight in the past year at the time of the study. High frequency of dieting (rather 
than dieting per se) and earlier dieting onset were associated with poorer physical 
and mental health (including depression), extreme dissatisfaction with weight and 
shape and more frequent general health problems. These findings were once again 
only in young women and did not explicitly compare women who were dieting with 
those following a non-dieting approach. 
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 Williams Gernov, and Young (2007) also examined the weight control 
practices of women participating in the ALSWH. This was a retrospective cohort 
study of 11,589 women aged 47-52 years. Almost three-quarters (75%) of these 
women reported actively trying to control their weight, with dietary modification 
used more frequently than exercise. Multiple practices were used by two-thirds of the 
women attempting to control their weight, with 32% decreasing food quantity in 
combination with cutting down on fats, sugars, and increasing exercise. 
Collectively, these studies suggest that weight control efforts in samples of 
the Australian adult population are relatively commonplace, and that many occur 
without prior consultation with a GP or other health professionals (e.g., Yoong, 
Carey, Sanson-Fisher, and D’Este, 2012). 
2.11.2 Attitudes towards public health campaigns 
Several qualitative studies with the Australian public have provided insight 
into how these messages are received (see Lewis, Thomas, Blood, Castle, Hyde, & 
Komesaroff, 2011; Lewis, Thomas, Blood, Hyde, Castle, & Komesaroff, 2010; 
Lewis, Thomas, Hyde, Castle, Blood, & Komesaroff, 2010a; Lewis, Thomas, Hyde, 
Castle, & Komesaroff, 2011; Thomas, Hyde, Karunaratne, Herbert, & Komesaroff, 
2008; Thomas, Hyde, Karunaratne, Kausman, & Komesaroff, 2008; Thomas, Lewis, 
Hyde, Castle, & Komesaroff, 2010; Thomas et al., 2010; Thomas, Olds, Pettigrew, 
Yeatman, Hyde, & Dragovic, 2014). These studies provide substantial insight into 
how messages should be framed to encourage positive responses from individuals 
who are classified as obese. In the earliest of these studies, Thomas, Hyde, 
Karunaratne, Herbert, and Komesaroff (2008) conducted in-depth, semi-structured 
interviews with a community sample of 76 individuals who were obese and aged 
between 16 and 72. Thomas et al. noted that almost half of these participants 
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 indicated they had been humiliated by health professionals because of their weight. 
Participants also described an individual responsibility to lose weight and engaged in 
extreme forms of dieting to achieve these ends. Notably, the study elicited 
descriptions of an increasing culture of blame against people living with obesity 
which they perceived was perpetuated by media and public health messages.  
In a subsequent study by the same group of authors (Lewis, Thomas, Blood, 
Hyde, Castle, & Komesaroff, 2010), 141 obese adults participants in interviews 
which elicited complaints that health professionals made assumptions that weight 
loss was primarily about eating less and exercising more. In discussing the 
comments, the authors noted that obese individuals felt blamed and unsupported by a 
health system which they perceived could not adequately address their needs and 
provide appropriate, long-term support. Reportedly, these experiences prompted 
obese individuals to engage with commercial weight loss programs which were 
perceived as helpful but ultimately did not assist with lifestyle change and were not 
sustainable. In another of these qualitative studies explicitly focusing on the impact 
of public health messages about obesity, Lewis et al. (2010) listed several criticisms 
offered by 142 obese individuals of public health messages, which were perceived to 
a) overemphasise the physical health risks associated with obesity while 
underemphasising the social (e.g., stigma) and psychological (e.g., distress) aspects, 
b) focus excessively on weight measurement and weight loss, c) neglect discussion 
of the day-to-day management of obesity-related comorbidities, d) avoid discussion 
of the risk behaviours which lead to obesity such as unhealthy eating and sedentary 
lifestyles, e) convey simplistic messages, f) not provide realistic solutions, and e) not 
convey information about the complex aetiology of obesity and thus the need for 
comprehensive solutions, such as practical population-wide strategies to reduce the 
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 impact of the obesogenic environment. Obese individuals emphasised the need for 
messages which conveyed the risks of being obese but minimised possible 
stigmatisation of obese individuals arising from these messages. Additionally, 
interviewees desired messages which acknowledged that obesity was a complex 
condition and focused on encouraging healthy behaviours for individuals of all sizes. 
It was noted that the absence of both aetiological information and the promotion of 
complex, evidence-based solutions was perceived by these participants to push obese 
individuals towards extreme, unproven, expensive, short-lived solutions which were 
ultimately perceived to be unable to improve health and wellbeing. The emphasis on 
personal responsibility encapsulated in these public health messages also appeared to 
produce guilt, blame, shame, and a feeling of failure in those who were obese.  
Evaluations of the Measure Up campaign (GfK bluemoon, 2010) did note 
that it potentially had an overly authoritative tone to deliver the ‘how’ messages. 
Furthermore, the evaluation stated that a balance had to be struck between 
information that was overly negative, judgemental, or threatening information which 
would be deflected, and language that was overly gentle, relaxed, or reassuring 
which would have little impact on message receivers. 
The second phase of this campaign, Swap it Don’t Stop it 
(http://www.swapit.gov.au/), built on the awareness-raising undertaken in the 
Measure Up campaign by providing the general public with specific examples of 
small, simple, and everyday changes that can made to achieve a healthier lifestyle 
without making large sacrifices (see http://swapitqld.org.au/). This campaign built on 
the awareness-raising of the Measure Up campaign but focused on making small 
lifestyle changes to improve health.  
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 This renewed focus is in keeping with other qualitative studies in which 
obese individuals have suggested that the focus of public health messages should 
shift from body mass index and weight to a broader focus on health and promotion of 
the benefits of a healthy lifestyle (Lewis et al., 2010; Thomas, Lewis, Hyde, Castle, 
& Komesaroff, 2010). This is consistent with large-scale quantitative data derived 
from a nationally representative sample of American adults, which indicated the 
obesity-related public health messages that focused on healthy eating and multiple 
health behaviours were perceived most favourably (Puhl, Peterson, & Luedicke, 
2012). These messages were perceived most positively when they did not mention 
the word ‘obesity’ at all and focused on making healthy behaviour change without 
mentioning weight loss. 
These findings suggest that secondary prevention strategies which facilitate 
healthy, non-dieting approaches for those individuals who are already overweight or 
obese need to be developed. A shift in focus from calorie restriction and dieting to 
eating healthily is appropriate for adults who tend to respond negatively to and 
disengage from these messages. Accordingly, this provides impetus to look at the 
determinants of each approach to understand why they are adopted. This will 
facilitate the matching of individuals to approaches they are motivated to attempt on 
an individual level and assist public health marketing campaigns to target the 
determinants underlying non-dieting approaches which are received more positively. 
Below I detail the assumptions underlying and evidence for this non-dieting 
paradigm since any consideration of its implementation will of course need to 
examine the evidence underlying it. 
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 2.12 THE NON-DIETING PARADIGM FOR THE TREATMENT OF 
OVERWEIGHT AND OBESITY 
As a result of negative attitudes towards weight-focused messages, opposition 
to the conventional paradigm for the treatment of overweight and obesity has grown 
and emerged into a new non-dieting paradigm. Typically used by those in the eating 
disorders field, this paradigm is variously called “non-dieting”, “anti-dieting”, or 
“undieting” (Foster & McGuckin, 2002), and has more recently been trademarked as 
Health at Every Size® (see http://www.haescommunity.org/).  
Given the evidence cited above regarding modest weight loss and long-term 
regain on diets, proponents of a non-dieting paradigm argue that dieting is ineffective 
in its ability to achieve long-term weight loss (Bacon & Aphramor, 2011). This 
contention is understandable in light of evidence that body weight appears to be 
substantially heritable, with heritability estimates ranging between 70 and 80% 
(Friedman, 2009). It is also argued that dieting is harmful, through its association 
with weight cycling (initial weight loss followed by weight regain). In a review of 
this area, Montani, Viecelli, Prevot, and Dulloo (2006) suggest there is increasing 
evidence from large population studies that weight cycling increases cardiovascular 
risk through increased hypertension, visceral fat (fat located inside the abdominal 
cavity) accumulation, changes in the composition of adipose tissue fatty acids, 
insulin resistance, and dyslipidaemia. Montani and colleagues also noted that 
fluctuations in blood pressure, heart rate, sympathetic activity, glomerular filtration 
rate, blood glucose, and lipids which potentially accompany weight cycling may 
place additional stress on the cardiovascular system, which may also contribute to 
cardiovascular morbidity. Older data analysing the 5,127 participants from the 
Framingham Heart Study found that subjects with highly variable body weights had 
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 increased total mortality, mortality from coronary heart disease, and morbidity due to 
coronary heart disease after controlling for obesity, weight trajectories, and five 
indicators of cardiovascular risk (Lissner et al., 1991). These findings are also 
consistent with those of Diaz, Mainous, and Everett (2005), who analysed 
longitudinal data with a 21-year follow-up from a nationally representative cohort (n 
= 8479) of Americans from the National Health and Nutrition Examination Survey 
(NHANES). Weight fluctuation was significantly associated with all-cause mortality 
and cardiovascular mortality, even after adjustment for pre-existing disease, initial 
BMI, and excluding individuals who were incapacitated or in poor health.  
It is argued that the deleterious effects of dieting are not limited to physical 
health. Bacon and Aphramor (2011), two leading proponents of the Health at Every 
Size movement, argue that a focus on weight contributes to preoccupation with food 
and body, distraction from other personal health goals and the wider determinants of 
health, lower self-esteem, eating disorders, and stigmatisation and discrimination 
based on weight. In America in 2009, the Academy for Eating Disorders (AED), 
Binge Eating Disorder Association (BEDA), Eating Disorder Coalition (EDC), 
International Association for Eating Disorder Professionals (IAEDP), and the 
National Eating Disorders Association (NEDA) released a joint statement to 
explicitly confirm their support for an approach which focused on health and lifestyle 
rather than weight (NEDA, 2009).  
In contrast to traditional dietary treatments for overweight and obesity, the 
non-dieting paradigm focuses broadly on body acceptance, health behaviours, and 
health outcomes, while avoiding a focus on weight loss (Bacon & Aphramor, 2011). 
This paradigm also contains various eating tenets which relax restriction of food 
intake, such as intuitive eating (Tribole & Resch, 1995; 2003; 2012) and competent 
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 eating (Satter, 2007a; 2007b). Table 2.1 illustrates the differences between the 
principles and practices of each approach, based on descriptions provided by Wing 
(2004), Stroebe (2008), and Foster and McGuckin (2002).  
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 Table 2.1 
Comparison of Principles and Practices of Dieting and Non-dieting Approaches 
 Dieting approach Non-dieting approach 
Principles - Weight loss and/or change in body shape through calorie 
restriction, behaviour modification, and increased physical activity 
- Acceptance of body shape and focus on increasing healthy 
eating and physical activity 
Practices - Low or very low calorie diets 
- Reducing fat and/or calorie content of foods consumed 
- Education on fat and calorie content of foods 
- Increasing physical activity 
- Relaxed eating according to internal cues 
- Increasing dietary quality 
- Education on eating according to internal cues 
- Increasing physical activity 
Core premises - Dieting has a role in weight loss maintenance 
- Supervised diets are not harmful 
- Aetiology of excess weight a combination of biological and 
behavioural 
- Excess weight increases the risk of morbidity and mortality 
- Dieting is ineffective 
- Dieting is harmful 
- Aetiology of excess weight more biological 
 
- Mild to moderate overweight is not unhealthy 
Outcomes - Weight reduction - Changes to health indicators 
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 Evidence for the efficacy of a non-dieting approach has been recently 
summarised by Bacon and Aphramor (2011), who reviewed six randomised 
controlled trials comparing these approaches with traditional weight loss treatments. 
All six studies found significant improvements in psychological and behavioural 
outcomes, improvements in self-esteem and eating behaviours (Bacon et al., 2002; 
Bacon, Stern, Van Loan, & Keim, 2005; Ciliska, 1998; Goodrick, Poston, Kimball, 
Reeves, & Foreyt, 1998; Provencher et al., 2007; 2009; Rapaport, Clarke, & Wardle, 
2000; Tanco, Linde, & Earle, 1998). Three out of four studies measuring metabolic 
risk factors observed significant improvements in these biomarkers such as blood 
pressure and blood lipids. Bacon and Aphramor noted that no studies reported 
adverse changes in variables, while no weight gain was observed in any trials, which 
may have been possible since the messages focused on size acceptance. A summary 
of these findings is presented in Table 2.2. Also of note, Bloom, Shelton, Bengough, 
& Brennan (2013) recently published an evaluation of an eight-week ‘No More 
Diets’ NMD group program conducted with 17 (16 females) overweight and obese 
Australian adults. Although no control group was employed, there were significant 
improvements observed in reported body shape preoccupation, shape concern, and 
eating attitudes. Improvements considered clinically significant were also observed 
in reported weight concern, eating competence, stress, and health evaluation, while 
no changes were observed in reported dietary restraint, emotional eating, 
uncontrolled eating, or eating concern.   
Van Dyke and Drinkwater (2013) recently reviewed relationships between 
intuitive eating, a component of the non-dieting approach, and health indicators. The 
seventeen cross-sectional studies reviewed suggested that intuitive eating was 
negatively associated with BMI, positively associated with indices of psychological 
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 health including more positive body image and reduced levels of depression, 
potentially associated with improved dietary intake and eating behaviour, but 
unrelated to higher levels of physical activity. Nine clinical studies reviewed, of 
which eight were randomised controlled trials, suggested that intuitive eating 
interventions resulted in weight maintenance but not weight loss, improved 
psychological health, and improvements in physical health indices such as blood 
pressure and cholesterol levels and dietary intake and/or eating behaviours. In their 
review, Van Dyke and Drinkwater (2013) note that much of the research on intuitive 
eating utilises convenience samples of university students, while most of the clinical 
studies involve women. Hence there is a need for future research to include a wider 
range of ages and include both men and women. 
Furthermore to Bacon and Aphramor’s (2011) review, Schaefer and 
Magnuson (2014) recently published a review of 20 interventions promoting eating 
by internal cues. They note that these studies demonstrated improvements in eating 
habits, lifestyle, and body image when measured by dietary restraint, restrictive 
dieting, physical activity, body dissatisfaction, and drive for thinness. Improvements 
in depression, ineffectiveness, anxiety, self-esteem, negative affect, and quality of 
life were also observed, and some improvements, including increased self-esteem 
and decreased body dissatisfaction, were sustained to follow-up periods up to two 
years later. The findings in the studies reviewed were mixed in terms of weight loss. 
Six studies reviewed observed significant decreases in weight or body mass index, 
while in eight other studies participants maintained their weight.
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 Table 2.2 
Randomised controlled trials of non-dieting (Health at Every Size) approaches reported in peer-reviewed journals. 
Study Groups in 
interventiona 
(n)  
Population Number of 
treatment 
sessions 
Follow-up 
(weeks post 
treatment) 
Attrition Improvements observed 
 
Decrements 
Physiological Health 
behaviours 
Psycho-
social 
Provencher, 
et al., 2007 and 
2009 
HAES (n = 48); 
social support (n = 
48); control (n = 
48) 
Overweight 
and obese 
women 
15 26 8%; 
19%; 
21% 
Not evaluated Eating 
behaviours 
Not evaluated None 
Bacon et al, 
2002 and 2005 
HAES (n = 39); 
diet 
(n = 39) 
Obese 
women, 
chronic 
dieters 
30 52 8%; 
42% 
LDL, systolic 
blood 
pressure 
Activity, 
binge 
eating 
Self-esteem, 
depression, body 
dissatisfaction, 
body image, 
interoceptive 
awareness 
None 
Rapaport et 
al., 2000 
Modified 
Cognitive-
behavioral 
treatment (n= 37); 
cognitive 
behavioral 
treatment (n= 38) 
Overweight 
and obese 
women 
10 52 16%; 
16% 
Total cholesterolb, 
LDL cholesterolb, 
systolic blood 
pressureb, 
diastolic 
blood pressureb 
Activityb, 
dietary 
qualityb 
Emotional 
wellbeingb, 
distressb 
None 
Ciliska, 1998 
 
Psychoeducational 
(n = 
29); education only 
(n = 26), waitlist 
Obese 
women 
12 52 14%; 
23%; 
41% 
Diastolic blood 
pressure 
Binge 
eating 
Self-esteem, 
body 
dissatisfaction, 
None 
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 control (n = 23) depression 
Goodrick et 
al., 1998 
Nondiet (n = 62); 
diet (n = 65); 
waitlist 
control (n = 58) 
Overweight 
and obese 
women, 
binge-eaters 
50 78 Not 
reported 
Not evaluated Binge eating, 
exerciseb 
Not evaluated  
Tanco et al., 
1998 
Cognitive group 
treatment (n = 20); 
weight loss (n = 
21); waitlist control 
(n = 19) 
Obese 
women 
8 26 10%; 
10%; 
32% 
Not evaluated Not 
evaluated 
Depression, 
anxiety, eating 
related 
psychopathology, 
perception of 
self-control 
None  
Keeler et 
al.,2013* 
Peer-led HAES 
intervention – Fitu 
(n = 17); control 
group (n = 16) 
College females 7 End of 
semester (4 
weeks?) 
17.24% 
0% 
Not evaluated Barriers to 
healthy eating 
decreased 
Eating for 
physical rather 
than emotional 
reasons 
increased 
Improvement in 
exercise stages 
of change 
Not evaluated  
Provencher et 
al., 2012* 
HAES (n = 48); 
social support (n = 
46); wait-list 
control (n = 46) 
 
 
Premenopausal 
overweight 
women 
14 17 8.3% 
18.75% 
20.8% 
- - 
 
- None 
a HAES group listed first and in bold. (The names reflect those used in the publication.) 
b Improvement in HAES group, but not statistically different from the control. 
*published since review and added to table. 
Source: Reprinted from “Weight science: evaluating the evidence for a paradigm shift,” by L. Bacon and L. Aphramor/  
2011, Nutrition Journal, 10, p. 69. Copyright 2011 by Nutrition Journal. Adapted with permission.
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 Given that approximately 30-40% of weight concerned adults (Siu, Giskes, & 
Turrell, 2011) report trying to manage weight using what may be construed as a diet 
(liquid diet supplements or commercial weight loss programs), non-dieting is 
potentially a prevalent alternative approach to weight management. However, there 
are still several caveats regarding the adoption of this paradigm. Foster and 
McGuckin (2002), in their review of non-dieting practices, principles, and objectives, 
note that this paradigm still lacks thorough empirical evaluation, promotes 
misleading conclusions which are based on inadequate or equivocal evidence about 
the harmful effects of dieting, weight cycling, and the risk that excess weight poses 
to health. They additionally criticise non-dieting approaches for their underemphasis 
on reducing medical risk and the minimisation of the environmental aspects of 
weight regulation (Foster & McGuckin). In addition, non-dieting studies have been 
conducted with mostly white, female, overweight and obese subjects with a history 
of chronic dieting or binge eating (King, 2007), limiting the generalisability of the 
results. Therefore, any conclusions as to the efficacy of a non-dieting approach must 
be very circumspect in making predictions about the effectiveness of a non-dieting 
treatment for different population subgroups. 
In an earlier review prior to many of these trials, Miller and Jacob (2001) also 
noted that the Health at Every Size™ paradigm assumes psychological dysfunction is 
at the root of obesity, which therefore limits the approach to application with 
individuals who will benefit from this sort of treatment, such as those preoccupied 
with body weight and eating behaviour. They also note that the model is gender-
biased in the sense that it focuses on self-esteem, negative moods related to eating, 
and low self-efficacy regarding eating behaviour which they argue are not relevant to 
male obesity. They further suggest that the approach is more relevant for Caucasian 
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 women compared to those of other ethnic backgrounds, while noting that cognitive-
behaviour therapy techniques used in the paradigm are beyond the repertoire of most 
health professionals involved in the treatment of obesity.  
The evidence I have described here suggests that, while non-dieting 
approaches have not been as thoroughly evaluated as dieting approaches, the studies 
that have been conducted have observed positive results with high rates of 
compliance to the program. It is notable that evidence for the efficacy of non-dieting 
programs comes primarily from studies involving female participants who are 
overweight or obese and have struggled with dieting, meaning it is more likely that 
the positive results observed in these interventions will be applicable to them. A non-
dieting approach which promotes weight loss or at the very least maintenance of 
weight is likely to be beneficial due to the large body of evidence suggesting that 
excess weight is a risk factor for several chronic conditions. This makes the 
determinants of dieting and non-dieting important to understand specifically in 
women and those who are overweight or obese since it appears that they will benefit 
from rigorously conducted non-dieting interventions. 
2.13 NECESSITY OF RESEARCH ON THE DETERMINANTS OF DIETING 
AND NON-DIETING APPROACHES 
Regardless of the evidence-base for both approaches, which is equivocal for 
dieting and still developing for non-dieting approaches, it is apparent that the public 
will continue to engage in weight control efforts (see Siu, Giskes, & Turrell, 2011; 
Yoong et al., 2012; 2013). Additionally, health professionals will need to exercise 
clinical discretion in prescribing approaches which are appropriate for and desired by 
patients and clients (NHMRC, 2013a). Relatedly, several studies have focused 
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 exclusively on the determinants of dieting, and further information can be gleaned 
from various qualitative and quantitative studies.  
Thomas, Hyde, Karunaratne, Herbert, and Komesaroff (2008) noted that obese 
individuals in their study felt an individual responsibility to lose weight and tried 
extreme forms of dieting to do so. In some cases, these individuals were taken by 
their mothers to diet groups or general practitioners when they were children for help 
to lose weight. In a subsequent study, Thomas, Hyde, Karunaratne, Kausman, and 
Komesaroff (2008) also noted several other influences, including other individuals 
encouraging decisions to diet, attitudes towards dieting, motivated by overall health 
and well-being, preparation for lap banding surgery, increased mobility, not wanting 
to die, advice from a health professional, wanting to participate more fully in their 
children’s lives, wanting to participate in social activities, not wanting to be ridiculed 
about their weight, wanting to be socially accepted, wanting to establish a long-term 
romantic relationship, and the ‘weight loss success’ stories of others.  
In terms of the application of theory to understand dieting, the health belief 
model (HBM; Becker, 1974), the theory of planned behaviour (TPB; Ajzen, 1991), 
and self-determination theory (SDT; Deci & Ryan, 1985) have all been applied with 
varying degrees of success to the prediction of dieting (see Gardner & Hausenblas, 
2004; Hagger, Chatzisarantis, & Harris, 2006; Nejad, Wertheim, & Greenwood, 
2004; 2007; Povey, Conner, Sparks, James, & Shepherd, 2000). These studies have 
generally had mixed findings (see Table 2.3). This table concerns only studies which 
have a focus on ‘dieting’ as a weight loss behaviour, rather than eating a healthy diet 
or a low-fat diet for reasons of health. I also excluded studies looking at dieting or 
weight loss in adolescents (e.g., Park, 2011) or studies looking at obesity risk-
reduction behaviours without a focus on dieting (Liou, Bauer, & Bai, 2011). 
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 Table 2.3  
Prospective and cross-sectional studies identifying predictors of dieting intentions and behaviour 
Study Population Theoretical framework (s) 
employed 
Design Significant predictors of 
dieting intention 
Significant predictors of 
dieting behaviour 
Gardner & Hausenblas, 
2004 
69 overweight women 1. Theory of planned 
behaviour 
Intervention – 4-week 
weight loss program across 
8 months. Time 2 
assessment immediately 
after program. 
- Intention 
Gardner & Hausenblas, 
2006 
117 overweight women 1. Theory of planned 
behaviour – direct and 
indirect measures 
Intervention – 4-week diet 
and exercise program. 
Time 2 assessment 
immediately after program 
 
Direct measures of: 
 
a) instrumental attitude 
 
b) subjective norm 
 
c) perceived behavioural 
control 
 
Hagger, Chatzisarantis, & 
Harris, 20061 
250 undergraduate and 
postgraduate students 
(56.4% women) 
1. Theory of planned 
behaviour 
2. Self-determination theory 
Prospective – 4-week 
follow-up 
Attitudes 
Subjective norms 
Perceived behavioural 
Intention 
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 control 
Nejad, Wertheim, & 
Greenwood, 2007 
373 female university 
students 
1. Health belief model 
2. Theory of planned 
behaviour – direct and 
indirect measures 
Prospective – 3-month 
follow-up 
Direct attitude 
Indirect perceived control 
Benefits of dieting 
Severity of weight gain 
Intention 
Indirect perceived 
control 
Benefits of dieting 
Nejad, Wertheim, & 
Greenwood, 2004 
256 female 
undergraduate students 
1. Theory of planned 
behaviour – direct and 
indirect measures 
Prospective – 3-month 
follow-up 
Direct attitude 
Indirect attitude - pros 
Descriptive norm 
Satisfaction with weight 
(inverse) 
BMI 
Prior dieting 
Intention to diet 
Prior dieting 
Susceptibility to dieting 
(inverse) 
Povey, Conner, Sparks, 
James, & Shepherd, 2000 
287 members of general 
public, 68% female, 
aged 18-81. 
1. Theory of planned 
behaviour 
Prospective – 4 week 
follow-up 
Attitude 
Perceived control (inverse) 
Self-efficacy 
Intention (inverse)* 
Self-efficacy (inverse)* 
Smith-McLallen & 
Fishbein, 2008 
1689 males and females 
aged 40-70 
1. Theory of planned 
behaviour 
Cross-sectional Attitudes 
Perceived behavioural 
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 1Dieting was measured in this study as ‘how often have you watched your diet?’, which could also be interpreted as self-monitoring or restraint, rather than calorie-
restriction to lose weight, which was not mentioned. *both measures framed as eating a low fat diet, so should inversely predict fat intake
control 
Injunctive norms 
Descriptive norms 
Smith-McLallen & 
Fishbein, 2011 
1867 males and females 
aged 40-70 
1. Theory of planned 
behaviour 
Cross-sectional Attitudes 
Perceived behavioural 
control 
 
56 Chapter 2: Literature Review 
 Understanding the determinants of dieting and non-dieting approaches is 
important for clinical and community interventions for a number of reasons. First, it 
is likely that interventions will be more effective if they target determinants of 
behaviour (Michie, Johnston, Francis, Hardeman, & Eccles, 2008; Noar, Benac, & 
Harris, 2007), and therefore a key first stage in the development of interventions is to 
identify the predictors of each behaviour (Lippke & Ziegelmann, 2008).  
It is likely that a calorie-restrictive approach (i.e., dieting) may be more 
appropriate for certain subgroups. For instance, dieting to achieve modest weight loss 
is appropriate for adults who are overweight or obese to reduce the risks associated 
with excess weight (NHMRC, 2013a). More intensive, low-energy diets are also 
more appropriate for these adults when they are able to be undertaken in a controlled, 
supervised setting with assistance and guidance from suitably qualified medical 
professionals (Mustajoki & Pekkarinen 2001; NHMRC, 2013; Sumithran & Proietto, 
2008) rather than in a setting involving unsupervised restrictive eating (NHMRC, 
2013a).  
However, these intensive, low-energy diets are considered inappropriate for 
individuals with severe psychological disturbances (NHMRC, 2013a). The recent 
clinical guidelines also note the potential of restrictive changes to result in weight 
cycling and other potential negative health effects (e.g., eating disorders), and 
accordingly suggest that a focus on sustainable (rather than restrictive) changes 
would be more appropriate for individuals identified at risk of these negative health 
effects.  
Conversely, non-dieting approaches which focus on eating healthily without 
calorie restriction, trying to lose weight, or change body shape, may be appropriate 
for other subgroups. As I have mentioned above, non-dieting approaches appear 
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 more suitable for overweight and obese adults who are at a higher risk of disordered 
eating and eating disorders (Darby, Hay, Mond, Rodgers, & Owen, 2007). Similarly, 
other researchers have contended that a non-dieting strategy which optimises 
physical and metabolic fitness at any size and leads to a stable body mass index is 
most appropriate; suggesting that a focus on weight loss through restricted diets is 
only advisable for those with obesity-related comorbidities (Bosomworth, 2012). 
Non-dieting approaches may also be more appropriate for adults who are overweight 
and obese who have negative connotations for dieting, and respond more favourably 
to messages which avoid discussion of weight loss (e.g., Lewis, Thomas, Hyde, 
Castle, Blood, & Komesaroff, 2010; Thomas et al.; Thomas, Hyde, Karunaratne, 
Kausman, & Komesaroff, 2008). This would also be in keeping with the NHMRC 
clinical guidelines which recommend that the patient’s needs and preferences should 
be considered in prescribing treatments.  
Promoting an approach focused on healthy eating may therefore be a viable 
way to frame an intervention for some adults since reduced energy intake and 
increased physical activity has health benefits, regardless of whether weight is lost 
(NHMRC, 2013a). Additionally, as the recent clinical guidelines for the treatment of 
overweight and obesity note, lifestyle approaches should emphasise creating an 
energy deficit, and there is evidence this can be achieved using a non-dieting 
approach (e.g., Ciampolini, Lovell-Smith, & Sifone, 2010; Timmerman & Brown, 
2012).  
Therefore, there is a need for further research to understand what motivations 
underpin both these approaches and if these determinants differ from each other and 
differ by population subgroups, in order to assist health professionals to understand 
how these approaches can be encouraged or discouraged. Interventions need to be 
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 individualised and supported by self-management principles (NHMRC, 2013a), so 
understanding the determinants of each approach for subgroups of individuals is 
critical.  
In addition to better understanding why some people choose dieting or non-
dieting approaches, there is also a need to better understand the relationship of these 
two approaches to indices of general health status so that conclusions can be made 
regarding their relative benefits for adequate nutritional intake and psychological 
health. Since these approaches will be adopted in naturalistic settings without prior 
consultation with health professionals (e.g., Yoong, Carey, Sanson-Fisher, and 
D’Este (2012), it is also important to compare findings in the general population 
beyond the samples of overweight women that are generally involved in randomised 
controlled trials (Pagoto et al., 2012; Miller & Jacob, 2001).  
To our knowledge, no study in an Australian setting has explicitly compared 
adults who are dieting or non-dieting on a range of health and nutrition indicators in 
a naturalistic research design to understand whether either of these approaches is 
more favourably associated with general health and nutrition indicators. In this study, 
I analysed the relationship of dieting and non-dieting approaches to the selected 
nutrition and health indicators which are consistently reported on annually in the 
state of Queensland (see Queensland Health, 2012, page 6). For nutrition indicators, 
usual consumption of full cream milk is included in this survey as a proxy measure 
for dietary saturated fat and total fat, based on findings that individuals who usually 
consume full cream milk receive a greater proportion of total dietary energy from fat 
and saturated fat compared to those who report usually consuming skim or reduced 
fat milk. Fruit and vegetable consumption were used because they are associated 
with a lower risk of weight gain and some cancers (Queensland Health, 2012). I also 
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 focus on takeaway food because it is typically energy dense, has low nutritional 
value, and is high in salt, sugar and saturated fat, and consequently limited 
consumption is recommended (Queensland Health).  
I also assessed diabetes status, high blood pressure, high cholesterol status, 
smoking status, alcohol consumption, and physical activity levels. In the case of 
variables which ask about retrospective diagnosis (e.g., have you ever been told in 
the past that you have diabetes), significant relationships with dieting or non-dieting 
would be interpreted that these diagnoses may motivate individuals to diet. In the 
case of current health status (e.g., do you currently smoke), these variables were 
considered to be associated with each approach at the time of the study and therefore 
considered as concomitant health behaviours.  
2.14 CHAPTER SUMMARY AND IMPLICATIONS 
This chapter has summarised literature which suggests that the prevalence of 
overweight and obesity in Australia is approximately two thirds of the Australian 
population and has continued to increase in the past three decades. I have noted that 
the physical, psychological, and social consequences of overweight and obese are 
varied but severe, and although controversies exist, the mainstream and traditional 
position expressed in clinical guidelines (e.g., NHLBI, 2000; NHMRC, 2013a) is that 
excess weight increases the risk of morbidity and mortality. I have cited literature 
suggesting that 5% loss of initial body weight is an appropriate target which can 
reduce the risks associated with obesity-related comorbidities (NHMRC, 2013a). I 
also elaborate on several reviews of randomised controlled trials concerning dieting 
which collectively suggest that weight loss can be achieved and it is regained to 
varying degrees over time. 
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 The fact that obesity is a National Health Priority Area in Australia has meant 
that several prominent population health campaigns have been implemented and 
evaluated by the Australian Government. I also noted that the clinical guidelines for 
overweight and obesity complement the messages of these public health approaches. 
I cited evidence from several reviews on the efficacy of dieting for the treatment of 
overweight and obesity, which generally observe modest weight loss and varying 
degree of weight gain over time. I noted that public campaigns, combined with other 
media, have presumably spurred weight control efforts in the Australian population 
but have also resulted in negative attitudes towards some of these public health 
messages. Several qualitative studies were cited which detailed negative and critical 
responses to these campaigns, before introducing readers to the alternative paradigm 
which has emerged based on the criticisms of restrictive approaches such as dieting. I 
concluded this section by arguing for the necessity of research on the determinants of 
each approach to inform future efforts to encourage these approaches where they are 
relevant, applicable, and contraindications are not present. I also noted that 
understanding how each approach is related to nutrition and health status indicators 
will assist in understanding who undertakes approach and if one approach is more 
favourably associated with nutritional status.
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Chapter 3: Research Design 
Chapter 2 outlined the prevalence and consequences of overweight and obesity, which 
have led to the development of two competing paradigms for treatment of the condition. This 
chapter describes the design adopted by this research to achieve the aims and objectives 
stated in section 1.2 of Chapter 1. Section 3.1 discusses the research aims and questions; 
section 3.2 details the structure of the research program; section 3.4 justifies the methodology 
and research design employed for the studies; section 3.5 describes the participants included 
in each; section 3.6 lists and describes the instruments used for each study; section 3.6 
discusses the procedure that was undertaken for each successive study; section Error! 
Reference source not found. briefly discusses the analytic approach to each stage of 
research, while section 3.9 summarises this chapter. 
3.1 RESEARCH AIMS AND RESEARCH QUESTIONS 
The overall aims of the research were to understand the determinants of dieting and 
non-dieting approaches and their associations with general health and nutrition status in a 
general community sample in a naturalistic setting. These two aims were subdivided into four 
research questions:  
(1) Are dieting and non-dieting approaches differentially associated with brief health 
status and nutritional indicators? 
(2) What are the socio-cognitive determinants of dieting and non-dieting approaches? 
(3) Are these socio-cognitive determinants different for different population 
subgroups (males and females; normal weight, overweight, and obese)? 
(4) What are the demographic determinants of dieting and non-dieting approaches? 
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 Studies 1 and 2 examined research questions 1 and 2 (phase 1), while studies 3a and 
3b addressed research questions 3 and 4 (phase 2). 
Phase One: How are dieting and non-dieting associated with nutrition and health status 
indicators?  
Study 1a – deductive quantitative methodology – correlational research  
1.1 Which variables are associated with sufficient fruit and vegetable intake and more 
frequent takeaway consumption? 
1.2 Which variables moderate the bidirectional relationship between distress and the 
aforementioned nutrition indicators? 
Study 1b – deductive quantitative methodology – correlational research 
2.1 Controlling for variables identified as relevant in the previous state-wide analysis (study 
1a), do dieters or non-dieters have greater odds of consuming sufficient fruit and vegetable 
intake, reporting more frequent takeaway consumption, and usually consuming full-cream  
milk? 
2.2 Which population subgroups have greater odds of dieting relative to non-dieting?  
2.3 Is dieting or non-dieting more positively associated with nutritional indicators and general 
health status?  
Phase Two: What are the determinants of dieting and non-dieting? 
Study 2 – inductive qualitative methodology – grounded theory 
3.1 Why do individuals follow dieting or non-dieting approaches?   
Study 3 – deductive quantitative methodology – correlational research 
4.1 What are the social and cognitive determinants of dieting and non-dieting behaviour? 
• Structure of Research Program.  
Figure 3.1 and 3.2 illustrate the samples used in each study and in each analyses within 
studies. Overall, data from 7621 participants were included in the research program, the 
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majority of these participants coming from the secondary analysis in study 1a. Sequentially, 
study 2 was actually conducted before studies 1a and 1b but since it directly informs the last 
study I have chosen to group these two studies together in phase two of the research. 
Additionally, the data for study 1b was collected in the same questionnaire as the study 2 
data.   
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Figure 3.1. Phase one of the research program. 
 
 
 
Phase 1: How are dieting and non-dieting 
associated with nutrition and health status 
indicators? 
 Study 1a (n = 6881)  
Moderators of the relationship between 
psychological distress and diet 
Study 1b (n = 639)  
A cross-sectional study examining the relationship 
between dieting, non-dieting, demographic and 
health indicators in Australian adults 
Fruit consumption 
model 
(n = 5748) 
Vegetable 
consumption model 
(n = 5513) 
Takeaway 
consumption model 
(n = 5311) 
Demographic and health status model (n = 411) 
Fruit consumption 
model 
(n = 399) 
Vegetable 
consumption model 
(n = 477) 
Takeaway 
consumption model 
(n = 402) 
Milk consumption 
model 
(n = 325) 
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Figure 3.2. Phase two of the research program 
 
 
 
 
 
 
 
 
 
 
 
Phase 2: What are the determinants of dieting 
and non-dieting? 
Study 2 (n = 21)  
A qualitative study of the determinants of dieting 
and non-dieting approaches in overweight/obese 
Australian adults 
Study 3 (n = 719)  
Predictors of dieting and non-dieting approaches in 
overweight/obese Australian adults 
Dieting model  
(n = 460) 
Non-dieting model 
(n = 451) 
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 3.2 METHODOLOGY AND RESEARCH DESIGN 
3.2.1 Methodology 
To address the research questions, I used a combination of methodologies 
incorporating qualitative research, cross-sectional correlational research, and prospective 
correlational research. Experimental designs were avoided in the program of research because 
our research questions were concerned with naturalistic attempts at dieting and non-dieting, 
since these appear common (Siu, Giskes, & Turrell, 2011 Yoong, Carey, Sanson-Fisher, & 
D’Este, 2012; 2013) and the consultation of health professionals prior to these attempts does 
not appear to be the norm (Siu, Giskes, & Turrell, Yoong et al., 2012).  
Study 1a was a secondary analysis of state-wide data which examined the relationship 
between several health and nutrition indicators measures regularly in state and national 
surveys. This analysis contributed to the selection of variables and formation of hypotheses 
for study 1b, which examined the relationship of these health and nutrition indicators to 
dieting and non-dieting behaviour. Study 1b addressed research questions one and two, by 
identifying which approach was more favourably associated with health and nutrition 
indicators, after controlling for variables previously found to be relevant in the secondary 
analysis of state-wide data (study 1a). Studies 2 and 3 address research questions three and 
four that sought to understand the socio-cognitive determinants of dieting and non-dieting 
approaches and establish if these determinants differed by gender and BMI status.  
The second stage of this program of research (study 2) began with a qualitative study, 
given that there is little research in the area comparing dieting and non-dieting approaches 
and it has been argued that more qualitative research needs to be conducted to represent the 
perspectives and needs of individuals who are overweight and obese (Komesaroff & Thomas, 
2007). Accordingly, inductive qualitative research is increasingly being used to understand 
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the complex experiences and perspectives of people living with obesity (for reviews of 
qualitative studies, see Brown & Gould, 2011; 2013; Garip & Yardley, 2011).  
While there have been review of qualitative studies concerning decisions about 
weight management in the context of patient-practitioner relations (Brown & Gould, 2011), 
the experiences of overweight and obese individuals in weight management programs (Garip 
& Yardley, 2011),  and individual studies concerning the experiences of dieting (Thomas, 
Hyde, Karunaratne, Kausman, & Komesaroff, 2008; Thomas, Lewis, Hyde, Castle, & 
Komesaroff, 2010), there is less research seeking to compare dieting and non-dieting 
approaches to understand the differential reasons why they are adopted, from the perspectives 
of overweight and obese individuals. In terms of non-dieting qualitative studies specifically, 
the findings of Dickins, Thomas, Lewis, and Holland (2011) bear most resemblance to the 
present undertaking. Dickins et al. explored the experiences of 44 bloggers within an online 
fat-acceptance community, to describe how they proactively responded to and interacted with 
stigma and the impact that fat acceptance had on their health and well-being. However, this 
study did not explicitly focus on understanding why these individuals adopted a non-dieting 
approach, and how this differed from individuals adopting more traditional weight loss 
treatments (i.e., dieting).  
Collectively, the approaches and observations of previous Australian research 
suggested that qualitative research was an ideal starting point to further understand the 
determinants of dieting and non-dieting approaches using the perspectives of adults who are 
overweight and obese as a starting point. The relative paucity of research in this area 
comparing the two approaches highlighted the need for an inductive study to develop a model 
that could subsequently be tested empirically. 
Given the relative dearth of literature, Straussian Grounded Theory (Corbin & 
Strauss, 2008) was considered the most appropriate qualitative methodology for several 
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 reasons: a) its inductive nature permits the constructs eventually elicited to be grounded in the 
experiences of overweight and obese individuals, which has been recognised as important in 
the scientific literature; b) it allows an iterative approach to data collection so new questions 
and areas can be added in as they emerged from the data; c) potentially develops new 
theoretical insights into why these approaches are adopted. I should note though that this 
variation of grounded theory does involve deduction through the process of formulating 
hypotheses based on initial data and returning to the data collection field to confirm or 
disconfirm these hypotheses.  
Similar then to Dickins et al., (2011), I employed this methodology in the sense of 
allowing for existing frameworks and theories to be drawn upon (Daly et al., 2007; Willis et 
al., 2007), given that there is already literature present which looks at dieting and weight loss. 
This permitted us to employ theoretical constructs in subsequent studies but did not limit the 
analysis to focus exclusively on constructs contained within a theory or theories, and ensured 
that apriori assumptions about the relevance of theory could be set aside with the goal that the 
experiences and concerns of individuals living with overweight and obesity would be of 
paramount importance in the data collection process.  
Since there is extant literature on weight loss and identity (English, 1993; Epiphaniou 
& Ogden, 2010; Ogden & Clementi, 2010; Ogden & Hills, 2008; Särlio-Lahteenkorva, 1998; 
2000; 2001), I also included questions in our interview guide to elicit discussions about 
identity as it related to dieting and non-dieting approaches. In addition to identifying these 
determinants through qualitative investigation, I also sought to substantiate these initial 
findings through a larger-scale prospective study with 4-week follow-up, and to observe how 
individuals performing each approach compared on a range of nutrition and health indicators 
regularly assessed in state and national health surveys in Australia. In keeping with 
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approaching the field without preconceptions, no hypotheses were explicitly proposed for the 
qualitative phase of investigation.  
In this phase, I sought to elicit meanings and beliefs attached to decisions to adopt 
different approaches to eating, which I expected would not only inform the subsequent phase 
of qualitative research but would help interpret the findings from the quantitative phase. 
Following this phase, a prospective correlational research design (study 2) was employed in 
which the key variables elicited from the qualitative phase were measured and their relative 
contribution to the prediction of follow-up dieting and non-dieting were explored. 
Hypotheses for the prospective study were derived from the qualitative research and in 
accordance with previous theory.  
3.2.2 Research Design 
The qualitative phase of this research gathered data through semi-structured interviews, 
since these are considered more appropriate for sensitive topics and have been used 
frequently by previous researchers investigating similar topics (e.g., Thomas, Hyde, 
Karunaratne, Kausman, & Komesaroff, 2008). The interview schedule was developed based 
on themes and issues identified in previous literature (e.g., identity), consultation with 
colleagues working in the area (questions on meaning and well-being), and questions 
designed to elicit discussion about why individuals diet or non-diet (experiences with weight 
and thoughts about food and exercise). Unstructured interviews were not used because I 
anticipated time constraints in the conduct of the qualitative phase of the research, which 
would not permit these type of interviews to be employed. Conversely, structured interviews 
were not employed because I considered it an inappropriate method to elicit in-depth the 
experiences and perspectives of overweight and obese individuals. Semi-structured 
interviews were considered most appropriate since they permitted important questions to be 
prepared before the interviews, but still allowed informants the opportunity to express their 
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 own views. Although it could be argued from the predictive studies of dieting cited above 
that the theory of planned behaviour is an appropriate theory to apply to this research 
problem at the outset, and therefore a semi-structured interview guide should be developed 
based on elicitation studies, I did not want to make assumptions that a certain theory would 
be applicable to overweight and obese individuals, even if there is a strong chance it might 
be. I therefore employed an approach which was predominantly inductive to begin with, 
bearing in mind that the emergence of findings consistent with existing qualitative and 
quantitative research would substantiate those themes identified in qualitative research and 
confirm the applicability of the theory. I used grounded theory for this purpose in an attempt 
to inductively build a model that could subsequently be tested empirically 
Studies 1a and 1b were concerned with existing indicators of nutrition and general 
health status which are measured annually in state and national health surveys in Australia. I 
chose to compare dieters and non-dieters on these variables due to the emphasis of non-
dieting advocates that approaches must holistically outcomes (Robison, 1999). In study 3, I 
reviewed the literature and selected variables which were perceived to best represent the 
themes elicited from the qualitative study. I sought to use validated measures of these 
constructs, although for one item a validated or previously existing measure could not be 
found so I developed a 1-item measure which most closely represented the construct. I also 
sought to use constructs with a basis in theory, and therefore drew on numerous theoretical 
perspectives during variable selection (theory of planned behaviour, identity theory, social 
learning theory, & impulsivity). Null hypotheses for this study suggested that no variables 
would significantly predict intentions or behaviour of either dieting or non-dieting. This 
permitted statistical inferences to be made and null hypotheses would therefore be rejected in 
the event that one or more of these variables significantly predicted dieting or non-dieting 
intentions and behaviour.  
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3.3 PARTICIPANTS 
Studies 1a, 1b, and 3, included adults aged 18 and over who were in the normal weight 
(BMI 18.5 - < 25), overweight (BMI 25 - < 30), and obese (BMI 30 and over). Upon advice 
from the panel at confirmation, a decision was made to include normal weight adults in the 
sample, since a non-dieting approach is potentially relevant for them since they are not 
immediately required to restrict calorie intake, and so they could serve as a reference group 
for overweight and obese adults in the analyses. Details of sample sizes for all studies are 
provided within each individual manuscript. In all studies, I made efforts to recruit a 
community sample and avoid exclusively recruiting students, in order to broaden the 
generalisability of results beyond the student population.  
Initial inclusion criteria for study 2 included being aged 20 and over, having a BMI 30 
or over (obese), and a waist circumference above 102cm for men and above 88cm for 
women. Participants were also required to confirm that they were not currently pregnant, and 
did not currently have any severe mental health problems (e.g., schizophrenia, dementia, 
severe depression, bipolar disorder, diagnosed personality disorders, or current suicidal 
ideation). I chose this age limit because I were primarily concerned with the experiences of 
adults, and perceived that literature concerning adult obesity was sparser than that of 
childhood obesity. I also increased the age cut-off to 20 instead of 18 as I believed that adults 
aged 20 and over would provide more articulate responses which would be beneficial for 
eliciting in-depth individual perspectives. Reasons for dieting in adolescence are also likely 
to be different from reasons for dieting in adulthood, and more strongly associated with 
eating disorders (see Canadian Paediatric Society, 2004), so I focused on adults because I was 
interested in the determinants of these approaches in the context of overweight and obesity. 
BMI and waist circumference cut-offs were based on obese individuals being identified as a 
group who need active management for their condition (see NHMRC, 2013a, pg. xxii), while 
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 waist circumference above these cut-offs was also considered indicative of individuals who 
were at an increased or high disease risk (SIGN, 2010).  
Because the study required participants to abstractly reflect upon their own experiences 
with obesity, I deemed that individuals with an intellectual impairment would not be able to 
provide adequate data. Similarly, I considered that including pregnant women in the data 
collection may lead to recall bias since they would have to describe their pre-pregnancy 
weight because weight and body shape were currently affected by pregnancy. Although the 
inclusion criteria were employed initially, some individuals who were overweight also 
expressed interest in participating in the research. A discussion with the research team 
suggested that efforts should be made to include overweight individuals, given that NHMRC 
(2013) guidelines for treatment also suggest that standard care for overweight and obese 
individuals should involve promotion of a healthy lifestyle, including reduced energy intake. 
I also interviewed one formerly overweight person who now had a BMI of 24 to contribute 
towards theoretical sampling, since it was evident that this person had shifted from a dieting 
to a non-dieting approach.  
3.4 INSTRUMENTS 
Studies 1a and 1b used nutrition indicators and general health status measures regularly 
monitored through state and national health surveys in Australia. These items included fruit, 
vegetable, takeaway consumption, and type of milk consumed, smoking status, alcohol 
consumption, psychological distress, physical activity, high cholesterol status, blood pressure 
status, and diabetes status. These measures were chosen because annual data is available on 
them from the state government, which permits a degree of comparability between annual 
health status reports and the findings of this study. These instruments also provide a general 
overview of the health status of individuals and are therefore appropriate for comparing 
dieters and non-dieters along these lines. The specific instruments to measure these variables 
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were chosen based on those available to the research team when conducting the secondary 
analysis of data. These measures can be found in part A of the appendix. 
Study 2 used a semi-structured interview guide which evolved as data collection 
progressed. The initial questions contained in the guide can be found in Appendix part A. 
Study 3 measured variables from the theory of planned behaviour (attitudes, subjective 
norms, perceived control, and self-efficacy), variables based on identity theory (self-identity), 
scales based on the locus of control framework from Rotter’s social learning theory (weight 
control beliefs), the impulsivity sub trait non-planning, and an attributional item invented for 
the purposes of this study. These concepts were the focus of investigation since they were 
elicited from the qualitative study and have previously been found to be relevant in this 
context, albeit with different research questions in different populations (Nejad, Wertheim, & 
Greenwood, 2004; 2007; Laliberte et al., 2007; Thomas, Hyde, Karunaratne, Kausman, & 
Komesaroff, 2010). Although other factors may also influence decisions to diet or non-diet, I 
focused on social and cognitive factors since they are modifiable.  
 These instruments were used in study 3 because they most closely represented the 
constructs which were elicited from study 2, and can be found in the Appendix part B. 
Additionally, other measures of body image acceptance, intuitive eating, and individual items 
concerning weight loss, calorie restriction, changing body shape, and eating healthily, to 
provide evidence of convergent and discriminant validity for the dependent variables used in 
the study to measure dieting and non-dieting. 
3.5 PROCEDURE AND TIMELINE 
Each study involved a process of conceptualisation, ethical approval, and workplace 
health and safety approval, data collection, analysis, and preparation of manuscripts for 
publication. Studies 1b and 3 collected data online through www.surveymonkey.com, which 
was considered the most appropriate medium for the study due to its relative anonymity and 
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was a secondary analysis of data which was collected by means of a computer assisted 
telephone interview (CATI) methodology. Although the student was not responsible for the 
implementation of study 1b, the other studies all involved a process of providing potential 
respondents with a participant information sheet. In study 2, participants signed and dated 
this consent sheet before interviews commenced, while completion of the questionnaire was 
considered indicative of participation in the online studies. Study 2 collected data through 
face-to-face interviews at Kelvin Grove campus, and telephone interviews for individuals 
who wished to participate but did not live locally. Interviews were considered most 
appropriate due to the sensitive nature of talking about dieting, non-dieting, and weight.  
3.6 ANALYSIS 
For the qualitative study, data were analysed using NVivo because it enhanced the data 
analysis. All quantitative analyses were undertaken with SPSS 21.0.0 since I was familiar 
with that program, and I used the plugin AMOS to depict and test the path models for study 
3. Specific analytic techniques are described further in the methods section of each paper.  
3.8 OUTLINE OF PAPERS AND THEIR CONTRIBUTION TO RESEARCH AIMS 
I present an outline of each study and its contribution to the research aims below. The 
specific hypotheses and rationale for each study are provided in the introductory section of 
each paper and are therefore not repeated here.  
Study 1a. 
Leske, S., Strodl, E., Harper, C., Clemens, S., & Hou, X-Y. (2014). Psychological distress 
may affect nutrition indicators in Australian adults. Manuscript submitted for publication to 
the journal Appetite. 
 The aims of this study were twofold: To identify the variables which are relevant to 
the prediction of sufficient fruit and vegetable intake and increased frequency of takeaway 
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consumption and to identify moderators of the relationship between distress and nutrition 
indicators. It was intended that the predictor variables would serve as control variables for the 
study 1b models which sought to establish whether dieting or non-dieting was more 
favourably associated with these nutrition indicators. Additionally, significant moderators 
would inform the choice of moderators in study 1b to replicate these findings by testing 
whether the same results were observed in the relationship between distress and nutrition in 
these population subgroups. Dependent variables included fruit consumption, vegetable 
consumption and takeaway consumption, which were all measured using short questions 
(SQ). Independent variables included level of psychological distress, measured with the 
Kessler 10 Scale (K10; Kessler et al., 2002), measured using the Active Australia Survey 
(AIHW, 2003), diabetes status, cholesterol status, blood pressure status, and current BMI. 
The survey also contained a demographic module assessing respondents’ age, marital status, 
education level, annual household income, and place of residence. Details of place of 
residence were used to calculate area-level socio-economic status and remoteness. These 
variables and their derivations are listed in Appendix part C. 
For the first model, fruit consumption was inversely related to distress, with adults 
reporting high to very high distress having significantly lower odds of reporting sufficient 
fruit consumption. Significant interactions occurred between distress and age, and follow-up 
subgroup analyses indicated that this inverse relationship only existed for adults aged 18-34 
and 35-49. For the vegetable consumption model, no relationship was observed between 
distress and vegetable consumption. However, distress interacted significantly with BMI, and 
follow-up subgroup analyses indicated that an inverse relationship between distress and 
vegetable consumption only existed for adults with a BMI classified as obese.  
There was a significant relationship between distress and takeaway consumption, with 
adults who reported high to very high distress having significantly greater odds of consuming 
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distress, including age, SEIFA, income, BMI, and diabetes status. Subgroup analyses 
indicated that positive relationships between distress and takeaway consumption existed only 
for adults aged 18-34 years, for adults from SEIFA Quintile 4, for adults with income less 
than $20,000 a year, for adults with a BMI classified as healthy, and for adults who hadn’t 
been told they had diabetes. These results are discussed further in the discussion section of 
the paper.  
Study 1b. 
Leske, S., Strodl, E., & Hou, X-Y. (2014). A cross-sectional study examining the relationship 
between dieting, non-dieting, demographic and health indicators in Australian adults. 
Manuscript in preparation.  
 The purpose of Study 1b was to investigate which demographic subgroups had higher 
odds of dieting relative to non-dieting, and to ascertain whether dieting or non-dieting was 
more favourably related to general health status and nutritional indicators monitored in 
regular state and national surveys in Australia. I provided a standard definition of dieting to 
participants before asking them to respond whether they were currently dieting or eating 
healthily without dieting (non-dieting). These 1-item measures were based on 
recommendations from the literature that single-item unambiguous scales are positively 
associated with reported energy intake and preferable to ambiguous single items (Neumark-
Sztainer, Jeffery, & French, 1997). Other variables in this study were the same as those in 
study 1a. Overall this study suggested that relative to non-dieting, dieters had greater odds of 
being female, overweight, or obese. Adults reporting high to very high psychological distress 
had significantly greater odds of reporting that they were dieting rather than non-dieting. 
There were no significant differences between dieters and non-dieters in terms of fruit and 
vegetable consumption reported. Other findings were mixed, suggesting that dieters had 
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significantly greater odds of reporting takeaway consumption once a week or more than non-
dieters, but significantly lower odds of reporting usual consumption of full cream milk. These 
results are discussed further in the discussion section of the paper. 
Study 2  
Leske, S., Strodl, E., & Hou, X-Y. (2012). A qualitative study of the determinants of dieting 
and non-dieting approaches in overweight/obese Australian adults. BMC Public Health, 12, 
1086-1098. doi: 10.1186/1471-2458-12-1086 
Study 2 was designed to compare and contrast the reasons why overweight and obese 
Australian adults adopted dieting and non-dieting approaches. Specifically, Study 2 
examined, 1) whether these reasons were different; 2) to what extent these reasons were 
different, and 3) whether some individuals described employing strategies or goals of dieting 
and non-dieting approaches together.  
In this study, I used Straussian grounded theory inductively and deductively (Corbin & 
Strauss, 2008) to generate a model of themes contrasting the determinants of dieting and non-
dieting approaches based on the perspectives of 21 overweight and obese adults (14 females, 
7 males). I collected data using semi-structured interviews to elicit in-depth individual 
experiences and perspectives. Seven categories emerged which appeared to differentiate 
between dieters and non-dieters: the focus of each approach (weight/image or lifestyle/health 
behaviours); internal or external attributions about dieting failure; attitudes towards 
established diets, and personal autonomy. Additionally, perceived knowledge and self-
efficacy influenced decisions to adopt each approach, with adults more likely to choose an 
approach they knew more about and were confident in implementing. The time perspective of 
change (short or long-term) and the perceived identity of the person (fat/dieter or healthy 
person) also emerged as determinants of dieting or non-dieting approaches respectively. This 
paper addressed the aim of the first phase of the research by identifying using qualitative 
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behaviour.     
Study 3.  
Leske, S., Strodl, E., & Hou, J. (2014). Predictors of dieting and non-dieting approaches in 
Australian adults. Manuscript in preparation. 
Study 3 assessed the constructs from study 2 using previously validated measures in a 
prospective design with a 4-week follow-up assessing dieting and non-dieting behaviour. I 
assessed items concerning attitude, subjective norms, and self-efficacy using standard 
constructs drawn from the theory of planned behaviour (Ajzen, 1991). I assessed self-identity 
in accordance with previous researchers (e.g., Armitage & Conner, 1999). No validated item 
for dieting failure attributions could be located in the literature, so I developed a 1-item 
measure for the purposes of this study. Weight control beliefs were measured with the 
Weight Control Beliefs Questionnaire (Laliberte, Newton, McCabe, & Mills, 2007), while 
nonplanning was measured with the nonplanning subscale of the Barratt Impulsiveness Scale 
– version 11 (Spinella, 2007). This paper addressed the aim of the first phase of the research 
by identifying using quantitative methodology which constructs significantly predicting 
dieting and non-dieting intentions and behaviour.  
In the dieting model, past behaviour, attitude, subjective norm, and self-identity all 
significantly predicted dieting intentions. Dieting intentions and past behaviour significantly 
predicted dieting behaviour, while non-planning and self-efficacy did not. While most 
findings were similar for the non-dieting model, subjective norms and self-identity did not 
predict intention, while self-efficacy and self-identity both predicted non-dieting behaviour.  
3.7 CHAPTER SUMMARY 
This chapter delineated the overarching research questions that guided the research 
program. I also described the specific aims and original contribution of the four studies that 
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were designed to address these research questions. The following chapters of the thesis 
(chapters 4 through 7) now present these studies in the form of individually published or 
submitted papers.  
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 Interim Chapter - Summary of Stage One Findings: The relationship of distress to 
nutrition indicators 
Study 1a of this thesis began with a secondary data analysis of the 2009 self-reported 
health status survey conducted in Queensland, Australia. I used logistic regression in three 
separate models to estimate the influence of psychological distress on these nutrition 
indicators and ascertain whether this influence differed at varying levels of several 
moderators. Findings across the three models that were estimated indicated that psychological 
distress is differentially related to the nutrition indicators at different levels of a moderator. In 
unadjusted analyses, psychological distress was significantly and inversely related to 
sufficient fruit consumption, sufficient vegetable consumption, but not takeaway 
consumption once a week or more. In terms of moderators of this relationship, psychological 
distress was inversely and significantly related to sufficient fruit consumption only for adults 
aged 18-34 and 35-49. For the sufficient vegetable consumption model, findings indicated 
that an inverse and significant relationship between distress and sufficient vegetable 
consumption existed only for adults with a BMI classified as obese. Interaction terms in the 
takeaway consumption model were more frequent. Firstly, a positive relationship between 
distress and takeaway consumption once a week or more only existed for adults aged 18-34. 
Secondly, this positive relationship only existed significantly for adults from SEIFA Quintile 
4. Thirdly, a positive relationship between distress and takeaway consumption once a week or 
more only existed for adults in the income bracket earning less than $20,000 a year. Fourthly, 
a positive and significant relationship between distress and takeaway consumption once a 
week or more only existed for adults classified within the normal weight range. Lastly, a 
positive relationship between distress and takeaway consumption existed only for adults who 
had not been told they had diabetes or high blood sugar. 
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Abstract 
Objective: The purpose of this research was to explore which demographic and health status 
variables moderated the relationship between psychological distress and three nutrition 
indicators: the consumption of fruits, vegetables and takeaway.  
Method: We analysed data from the 2009 Self-Reported Health Status Survey Report 
collected in the state of Queensland, Australia. Adults (N = 6881) reported several 
demographic and health status variables. . Moderated logistic regression models were 
estimated separately for the three nutrition indicators, testing as moderators demographic 
(age, gender, educational attainment, household income, remoteness, and area-level 
socioeconomic status) and health status indicators (body mass index, high cholesterol, high 
blood pressure, and diabetes status) 
Results: Several significant interactions emerged between psychological distress, 
demographic (age, area-level socio-economic status, and income level), and health status 
variables (body mass index, diabetes status) in predicting the nutrition indicators. 
Relationships between distress and the nutrition indicators were not significantly different by 
gender, remoteness, educational attainment, high cholesterol status, and high blood pressure 
status)  
Conclusions: The associations between psychological distress and several nutrition indicators 
differ among population subgroups. These findings suggest that in distressed adults, age, 
area-level socio-economic status, income level, body mass index, and diabetes status may 
serve as protective or risk factors through increasing or decreasing the likelihood of meeting 
nutritional guidelines. Public health interventions for improving dietary behaviours and 
nutrition may be more effective if they take into account the moderators identified in this 
study rather than using global interventions.  
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Introduction 
Increasing fruit and vegetable (FV) consumption appears to be important to reduce 
mortality arising from cardiovascular diseases and cancer (Scarborough, Nnoaham, Clarke, 
Capewell, & Rayner, 2010). FV consumption is also associated with modest weight reduction 
and the avoidance of weight gain (Conceicao, Sichieri, & Sanchez Moura, 2003; Drapeau, 
Depsres, Bouchard, Allard, Fournier, & LeBlanc et al., 2004; He, Hu, Colditz, Manson, 
Willett, & Liu, 2004; Sartorelli, Franco, & Cardoso, 2008; te Velde, Twisk, & Brug, 2007; 
Vioque, Weinbrenner, Castello, Asensio, & de la Hera, 2008), and FV consumption may be 
important in sustaining a low calorie density eating pattern (USDA & USDHHS, 2010). 
Conversely, studies suggest that takeaway food consumption is associated not only with 
higher intakes of energy, total fat, saturated fat, and sodium, but also increased body mass 
index (BMI) and weight gain across the lifespan (Bisset, Gauvin, Potvin, & Paradis, 2007; 
Schmidt et al., 2005; Taveras et al., 2005; Viner & Cole, 2006).  
Given that the consumption of fruits, vegetables and takeaway all make important 
contributions towards diet quality, weight management and reducing the risk of chronic 
disease, it is important to understand which factors influence these nutrition indicators. 
Psychological distress is one such variable previously associated with lower fruit and 
vegetable intake (Kiviniemi, Orom, & Giovino, 2011; Konttinen, Mannisto, Sarlio-
Lahteenkorva, Silventoinen, & Haukkala, 2010). Furthermore, psychological distress in terms 
of depressive symptoms, as measured by the Center for Epidemiological Studies Depression 
Scale, is positively associated with the consumption of takeaway and non-sweet energy dense 
foods (Bradshaw, 2011; Konttinen et al., 2010). Significant correlations have also been 
observed between psychological distress and fast food cravings (Lim, Norman, Clifton, & 
Noakes, 2009).  
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 The relationship between distress and diet may be explained through several 
pathways. Emotions can control food choice, suppress food intake, impair cognitive eating 
controls, be regulated by food intake, and modulate eating in congruence with emotion 
features (see Macht, 2008). Sweet and high energy density foods may improve mood and 
reduce stress through brain opioidergic and dopaminergic neurotransmission (Gibson, 2006). 
It is plausible that, as distress increases, preferences for sweet and high energy density foods 
increase, while the desire for and consumption of foods lower in energy density (e.g., fruit 
and vegetables) decreases. 
In the United States, 3.5% of adults aged 18 and over experienced psychological 
distress during the past 30 days in the first half of 2013 (Schiller, Ward, & Freeman, 2013). 
The 2012 Health Survey of England reported that 18% of women and 12% of men scored 4 
or more on the General Health Questionnaire, indicating probably mental ill-health (Knott, 
2013). In Australia in 2011-12, approximately one in ten Australian adults (10.8%, or 1.8 
million people) reported experiencing high or very high levels of psychological distress 
(ABS, 2012a). Given these high prevalence rates, and the strong association between 
psychological distress and dietary behaviour, it is important to better understand the nature of 
these relationships on a population basis. 
In addition to the association between distress and dietary behaviour, there are also 
direct unique associations between these aforementioned nutrition indicators and several 
demographic and health status variables. Demographic variables include age, gender, and 
educational attainment (Azagba & Sharaf, 2011); household income (Kamphuis et al., 2006) 
and remoteness and area-level socioeconomic status (Queensland Health, 2011; 2012), while 
health status variables include BMI (Zhang & Fu, 2011; Atlantis, Barnes, & Ball, 2008); 
cholesterol and diabetes status (Fang, Keenan, & Dai, 2011); and blood pressure status 
(Alonso, de la Fuente, Martín-Arnau, de Irala, Martínez, & Martínez-González, 2004).  
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While there is good evidence of the unique direct associations between these variables 
and dietary behaviour, less is known about the possible moderating effect of these variables 
between psychological distress and dietary behaviour. Of those variables which have been 
tested as moderators, Kiviniemi, Orom and Giovino (2011) observed that the relationship 
between psychological distress and FV consumption differed depending on race/ethnicity. 
While the inverse relationship between distress and FV consumption was observed in white 
and Hispanic respondents, it disappeared in African American respondents. Cohen, Kristal, 
Neumark-Sztainer, Rock, and Neuhouser (2002) have also found an inverse relationship 
between distress and FV intake in women but not in men.   
To the best of our knowledge though, no existing study has examined whether the 
relationships between psychological distress and nutrition indicators are moderated by the 
aforementioned demographic factors or health status variables, with the exception of gender 
(Cohen et al., 2002). Understanding these relationships will enable clinicians, public health 
researchers, and health promoters working with groups reporting psychological distress to 
target specific population subgroups dependent on their risk of poor nutrition. Based on these 
objectives, this study examined a range of possible demographic (age, gender, income, 
education, remoteness, and area-level socio-economic status) and health status variables 
(BMI, blood pressure status, cholesterol status, and diabetes) to explore moderating effects 
upon the relationships between psychological distress and consumption of fruits, vegetables 
or takeaway. Based on the demographic factors outlined above, it will be hypothesised that: 
(1) The inverse relationship between distress and FV consumption would be present 
for women but not for men, consistent with the findings of Cohen, Kristal, 
Neumark-Sztainer, Rock, and Neuhouser (2002). We further hypothesised that a 
positive relationship between distress and takeaway consumption would exist for 
Chapter 4: Psychological distress may affect nutrition indicators in Australian adults 89 
 males but not for females, since men have higher levels of takeaway consumption 
(e.g., van der Horst, Brunner & Siegrist, 2011). 
(2) a negative relationship between fruit consumption and distress and positive 
relationship between distress and takeaway consumption is more likely to exist in 
younger age groups than older age groups. This hypothesis is proposed on the 
basis that previous research finds higher fruit consumption amongst older age 
groups (e.g., Casagrande et al. 2007; Guenther et al. 2006; Johansson & 
Andersen, 1998; Kant et al. 2007; McClelland et al. 1998; O’Connor et al. 2010; 
Quadir and Akhtar-Danesh, 2010; Stewart et al. 2004; Wolf et al. 2008. 
(3) the inverse relationship between distress and FV consumption and positive 
relationships between distress and takeaway consumption will only exist for adults 
with lower levels of education. This is due to those with higher education levels 
having greater awareness of healthy levels of nutrition indicators (Powell, Zhao, 
& Wang, 2009). We hypothesise that an inverse relationship between distress and 
the nutrition indicators (fruit and vegetable) will only exist at lower incomes 
levels since adults from higher income brackets find fruits and vegetables more 
affordable (Glanz, Basil, Maibach, Goldberg, & Snyder, 1998; Putnam et al., 
1999; French, 2003; Drewnowski et al., 2004, 2005; Pearson et al., 2005; Powell 
et al., 2009). We hypothesise a positive relationship between distress and 
takeaway consumption for those with lower income levels, since takeaway is more 
commonly consumed at fast food outlets by individuals with lower incomes (e.g., 
Fleischhacker, Evenson, & Ammerman, 2010; Thornton, Crawford, & Ball, 2010; 
Thornton, Bentley, & Kavanagh, 2011).  
(4) the inverse relationship between distress and FV consumption will remain for 
adults from rural and regional areas, but not for adults living in urban areas. This 
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is hypothesised because we expect that fruit and vegetable consumption will be 
more accessible to those residing in major cities (Backman et al., 2011; Bodor et 
al., 2008; Leather, 1995; Morland et al., 2002; Pearson et al., 2005; Zenk et al., 
2005). We hypothesise a positive relationship between distress and takeaway 
consumption frequency only for adults living in major cities, also because of 
increased access to takeaway food (e.g., Thornton, Bentley, & Kavanagh, 
2011).(5) In terms of moderation, we hypothesised that an inverse relationship 
between distress and FV consumption and a positive relationship between distress 
and takeaway consumption will persist for adults from lower SES quintiles but 
not for adults from higher SES quintiles. This is based on research which 
highlights that adults from higher SES areas have higher levels of fruit and 
vegetable consumption, possibly because of the greater ability to afford these 
foods (Anderson et al., 1994; Casagrande et al., 2007; Dubowitz et al., 2008; 
Eisenberg et al., 2005; Guenther et al., 2006; Kant et al., 2007; Kamphuis et al., 
2006; Johansson & Andersen, 1998; Lindstrom et al., 2001; Litt et al., 2011; 
McClelland et al. 1998; O’Connor et al., 2010; Quadir and Akhtar-Danesh, 2010; 
Sorensen et al., 2007; Stewart et al., 2004; Wolf et al., 2008). 
(6) Inverse relationships between distress and FV consumption and positive 
relationships between distress and takeaway consumption will be observed for 
adults without high blood pressure, diabetes, or high cholesterol, but not for those 
who do have these conditions. This hypothesis is based on previous findings that 
people with higher awareness of hypertension consume more fruits and vegetables 
(Dickson, Blackledge, & Hajjar, 2006).  
(7) We hypothesised that an inverse relationship between distress and FV 
consumption and a positive relationship between takeaway and distress will be 
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 observed for overweight and obese adults but not for normal weight adults. This is 
based on previous research observing an inverse relationship between BMI and 
fruit/vegetable consumption (Heitmann et al., 1995; Lennernas et al., 1997; Cox et 
al., 1998; Baer & Nietert, 2002). 
Materials and Methods 
Participants 
We conducted a secondary analysis of data collected in a state-wide population-
representative survey study of adults in Queensland, Australia (N = 6881), the 2009 Self-
Reported Health Status Survey (SRHS) Report (Queensland Health, 2009a). Missing data 
included individuals who responded with “don’t know” or those who refused to answer 
questions (see Table 1). Readers are referred to the original report available online for 
detailed methodological information (Queensland Health, 2009b). Data were weighted by the 
age (in five-year age groups), gender, and geographical distribution of the 2007 adult 
population in Queensland. Basic characteristics of the weighted sample are presented in the 
results section (Table 1). 
Measures 
 Dependent variables 
Respondents reported how many servings of fruits and vegetables they consumed 
each day, ranging from “less than 1 serve per day” to “six or more serves” per day. These 
scales were dichotomised on the basis of whether participants met the recommended national 
guidelines of two serves of fruit and five serves of vegetables a day (NHMRC, 2003). These 
1-item measures have good consistency across population subgroups, being adequately able 
to discriminate between adults with significantly different fruit and vegetable consumption 
assessed with servings determined by 24-hour recall (Rutishauser, Webb, Abraham, & 
Allsopp, 2001). Takeaway food questions asked participants about their consumption of 
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meals or snacks including burgers, pizza, chips, and other fried foods sold in fast food chain 
outlets or independent takeaway food stores. This item was classified into eating takeaway 
food “less than once a week” or “once a week or more”, based on the dichotomy employed in 
previous state-wide health status surveys in Australia. The 1-item measure of takeaway 
consumption was used in these analyses due to the limited amount of general population 
nutrition data available in Queensland at a population level. 
Independent/moderator variables 
 The independent variable, psychological distress, was assessed with the Kessler 10 
Scale (K10), a non-specific, global 10-item measure containing questions concerning 
negative emotional states (anxiety and depressive symptoms) in the four weeks preceding the 
interview (Kessler & Mroczek, 2002; ABS, 2012). The K10 is an indicator of current 
psychological distress rather than a diagnostic tool, and very high levels of distress may 
indicate a need to seek professional help (ABS, 2012). Using data from the 2007 Australian 
National Survey of Mental Health and Wellbeing 2007, Slade, Grove, and Burgess (2011) 
calculated stratum-specific likelihood ratios (SSLRs) indicating the likelihood of individuals 
with and without a target disorder falling into a certain K10 stratum. Findings indicated that 
the SSLRs were informative in ruling in a diagnosis of mental disorder, particularly at the 
high or very high end of the psychological distress spectrum. For each description of 
psychological distress, participants responded on a 5-point item response format ranging from 
“none of the time” to “all of the time”. Scores between 1 and 5 for each item were added up 
across the 10 items to provide an aggregate risk score between 10 and 50. Consistent with the 
SSLRs from Slade et al., 2011, and previous state (Queensland Health 2009; 2011) and 
national (ABS, 2012) surveys in Australia, this measure was dichotomised into “no, low or 
moderate psychological distress” (scores ranging from 10-21) and “high or very high 
psychological distress” (scores ranging from 22-50).  
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  Moderator variables tested included demographic variables such as age, gender, 
educational attainment, household income, remoteness, and area-level socioeconomic status. 
Health status variables tested included BMI, high cholesterol, blood pressure, and diabetes. 
Participants self-reported height and weight to calculate BMI and were asked whether they 
had ever been told they had high cholesterol, high blood pressure, diabetes, or a touch of high 
blood sugar. Age was divided into four categories: aged 18-34 years, 35-49 years, 50-64 
years, and greater than or equal to 65. Education level was assessed by asking respondents 
about the highest qualification they had completed, and classifying responses into several 
categories: no post-school qualification, diploma or certificate, trade certificate, and bachelor 
degree or higher. For household income, participants were asked which range best described 
their household’s pre-tax income from all sources in the previous 12 months. Responses were 
categorised into six categories: Earning $20,000 or less, earning $20,001-$30,000, earning 
$30,001-$50,000, earning $50,001-$100,000, earning $100,000-$150,000, or earning more 
than $150,000. Remoteness was measured using the Accessibility/Remoteness Index for 
Australia (ARIA+; ABS, 2001a; 2001b), which classifies geographical areas based on their 
distance by road to the nearest urban centre. These distances are converted to a continuous 
measure ranging from 0 (high accessibility) to 15 (high remoteness), which is subsequently 
grouped into five categories (Major City, Inner Regional, Outer Regional, Remote and Very 
Remote). Area-level socioeconomic status was measured using Socioeconomic Index For 
Areas (SEIFA) – Index of Relative Socioeconomic Advantage and Disadvantage (ABS, 
2001c), a continuum ranging from ‘most disadvantaged (Quintile 1) to ‘most advantaged’ 
(Quintile 5) derived from 25 census variables such as occupation and housing status. This 
area-level classification into quintiles is based aggregately on the statistical local area of 
usual residence. Both ARIA+ and SEIFA are used in Australian and state-wide health 
surveys and are employed here to facilitate meaningful comparison.  
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In terms of the health status variables, self-reported height and weight were used to 
calculate BMI by dividing weight in kilograms by height in metres squared. Diabetes 
prevalence was derived from two items which asked respondent whether they had ever been 
told by a doctor, nurse or at a hospital that they had diabetes, high blood sugar or a touch of 
sugar. This measure excluded gestational only diabetes which was assessed with an 
additional question. Blood pressure and cholesterol were each assessed with one item asking 
respondents whether they had ever been told by a doctor or nurse that they had high blood 
pressure or high cholesterol.  
Methods 
Permission to analyse the data was sought and received from the state government’s 
health department, Queensland Health. The Queensland University of Technology’s Human 
Research Ethics Committee (HREC) assessed this research as meeting the conditions for 
exemption from HREC review and approval in accordance with section 5.1.22 of the 
National Statement on Ethical Conduct in Human Research (2007). The analysis was carried 
out in accordance with the principles of The Code of Ethics of the World Medical Association 
(Declaration of Helsinki) for experiments involving human (World Medical Association, 
2013).  
Analyses included healthy weight, overweight, and obese individuals with complete 
data for each relevant nutrition indicator, psychological distress, and the relevant 
demographic and health status variables. Underweight adults were not included in the 
analyses due to the sample of underweight adults being low (207 individuals, or 3% of the 
total sample) and our interest in comparing the overweight and obese categories relative to 
normal weight. The sample size for each analysis varied depending on the variables which 
were included in each model and their associated missing data (see Table 1). Variables were 
considered for inclusion in the multivariable analysis based on significant relationships 
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 observed with nutrition indicators in existing peer-reviewed published literature. Examining 
bivariate relationships to determine the inclusion of variables was considered an 
inappropriate approach given the existence of previous literature and the large sample size 
which increased the probability of type I errors in bivariate analyses. 
All analyses were conducted with IBM SPSS Statistics version 21 (IBM, 2012). 
Variables were weighted using SPSS’s weight cases function. For multivariable analyses, 
binary logistic regression was used to determine if the relationship between psychological 
distress and nutrition indicators differed amongst population subgroups. Since previous 
research had identified variables associated with each nutrition indicator, we used a 
hierarchical method of regression, entering the independent (psychological distress) and 
moderator variables into the first block as main effects and into the second block as a product 
term (interaction) with psychological distress. Separate models were run for each moderator 
variable. For variables which interacted significantly with psychological distress, subgroup 
analyses stratified by the different levels of a moderator were conducted to show differences 
and the direction of effects. 
Consistent with simulation studies conducted on logistic regression (e.g., Peduzzi, 
Concato, Kemper, Holford & Feinstein, 1996), each model had sufficient outcome events per 
independent variable (10:1 or higher). The lowest ratio of outcome events per independent 
variable for the least common outcome in the dependent variable was observed in the 
vegetable consumption analysis, which had an events per variable ratio of 48:1. Crosstabs 
were computed to establish whether the interaction effects emerging had adequate cases in 
each cell, and no cells with less than 5 cases were observed. Each table in the following 
section displays the main effects for psychological distress and variables which interacted 
significantly with distress, and the subgroup analyses based on significant interaction effects 
emerging from the model. The covariates for each model are listed in a note below the model.   
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Results 
Basic characteristics of the study population are provided in Table 1. Of the 6,881 
participants, 3,926 reported consuming 2 or more serves of fruit per day (57.1% of sample), 
691 reported consuming 5 or more serves of vegetables per day (10% of sample), and 2,526 
adults reported consuming takeaway once a week or more (36.7% of sample). 
 
Table 1. Basic characteristics of the weighted study population. 
Characteristic  Low distress 
Frequency (%) 
High distress 
Frequency (%) 
Chi-square 
Psychological distress 6021 (88%) 822 (11.9%) N/A 
     Don’t know/refused to answer: 38   
Fruit consumption 
     Insufficient 
     Sufficient 
 
2490 (41.4%) 
3528 (58.6%) 
 
446 (54.2%) 
377 (45.8%) 
 
χ2 (1, n = 6841) = 
48.01, p < .001 
     Don’t know/refused to answer: 3   
Vegetable consumption 
     Insufficient 
     Sufficient  
 
5384 (89.6%) 
624 (10.4%) 
 
755 (92.3%) 
63 (7.7%) 
 
χ2 (1, n = 6826) = 
6.13, p = .013 
     Don’t know/refused to answer: 19   
Takeaway consumption 
     Less than once a week 
     Once a week or more  
 
3815 (63.5%) 
2189 (36.5%) 
 
493 (60.4%) 
323 (39/6%) 
 
χ2 (1, n = 6826) = 
2.99, p = .08 
   Don’t know/refused to answer: 23   
Age 
18-34 
35-49 
50-64 
65+ 
 
1807 (30.0%) 
1801 (29.9%) 
1413 (23.5%) 
1001 (16.6%) 
 
259 (31.5%) 
266 (32.3%) 
201 (24.4%) 
97 (11.8%) 
 
χ2 (1, n = 6843) = 
12.64, p < .001 
Gender 
Male 
Female 
 
3027 (50.3%) 
2994 (47.3%) 
 
359 (43.7%) 
463 (56.3%) 
 
χ2 (1, n = 6845) = 
13.65, p = .003 
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 Education level 
No post-school 
qualification 
Trade certificate (4 years 
duration) 
Diploma or certificate 
Bachelor degree or 
higher 
 
2314 (38.6%) 
 
749 (12.5%) 
 
1584 (26.4%) 
1354 (22.6%) 
 
 
388 (47.3%) 
 
116 (14.1%) 
 
104 (12.7%) 
213 (25.9%) 
 
χ2 (3, n = 6822) = 
39.90, p = <.001 
     Don’t know/refused to answer: 22   
Household income 
Less than $20,000  
$20,000 - $30,000  
$30,001 - $50,000  
$50,001 - $100,000  
$100,001 - $150,000  
More than $150,000  
 
600 (11.0%) 
527 (9.6%) 
958 (17.5%) 
2038 (37.3%) 
864 (15.8%) 
480 (8.8%) 
 
182 (25.2%) 
95 (13.1%) 
143 (19.8%) 
204 (28.2%) 
80 (11.1 %) 
19 (2.6%) 
 
χ2 (5, n = 6190) = 
156.22, p < .001 
Don't know: 366; refused to answer: 295   
Quintile of SEIFA Index of 
Advantage/ Disadvantage 
Quintile 1 – Most 
disadvantaged  
Quintile 2  
Quintile 3  
Quintile 4  
Quintile 5 – Most 
advantaged  
 
 
1084 (18.0%) 
 
1136 (18.9%) 
1279 (21.2%) 
1279 (21.2%) 
1243 (20.6%) 
 
 
 
196 (23.9%) 
 
190 (23.1%) 
155 (18.9%) 
155 (18.9%) 
125 (15.2%) 
 
 
χ2 (1, n = 6842) = 
34.25, p < .001 
ARIA+ category 
Major Cities  
Inner Regional  
Outer Regional  
Remote  
Very Remote  
 
3448 (57.3%) 
1337 (22.2%) 
978 (16.2%) 
131 (2.2%) 
127 (2.1%) 
 
442 (53.8%) 
200 (24.4%) 
138 (16.8%) 
20 (2.4%) 
21 (2.6%) 
 
χ2 (4, n = 6842) = 
3.97, p = 0.41 
BMI    
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     18.5 to 24.99: Healthy 
weight 
     25-29.99: Overweight 
     ≥ 30: Obese 
24.32 (43.3%) 
 
2021 (35.9%) 
1169 (20.8%) 
304 (39.9%) 
 
225 (29.6%) 
232 (30.5%) 
χ2 (2, n = 6383) = 
35.89, p < .001 
Don’t know/refused to answer height and/or weight questions: 259 
High Blood Pressure 
    No 
    Yes 
 
4235 (72.3%) 
1619 (27.7%) 
 
520 (64.6%) 
28 (35.4%) 
 
χ2 (4, n = 6659) = 
20.07, p < .001 
Don’t know: 13; refused to answer: 3 
High Cholesterol 
    No 
    Yes 
 
3312 (71.4%) 
1324 (28.6%) 
 
391 (63.5%) 
225 (36.5%) 
 
χ2 (1, n = 5252) = 
16.03, p < .001 
Don’t know: 24; refused to answer: 2   
Diabetes 
    No 
    Yes 
 
5581 (92.8%) 
436 (7.2%) 
 
732 (89.5%) 
86 (10.5%) 
 
χ2 (1, n = 6835) = 
10.0, p = .002 
Don’t know: 7; refused to answer: 1   
 
Fruit Consumption Model 
In unadjusted analyses, the Likelihood Ratio bivariate test identified a significant relationship 
between psychological distress and fruit consumption, such that adults reporting high to very 
high psychological distress were significantly less likely to report consuming 2+ serves of 
fruit per day χ2 (1, n = 6841) = 48.01, p < .001. While 58.6% of adults reporting none to 
moderate levels of distress reported consuming sufficient fruit per day, 45.8% on adults 
reporting high to very high distress reported sufficient fruit consumption. Subsequently, the 
multivariable binary logistic regression model (see Table 2) assessed the impact of a number 
of factors on the likelihood that adults would report consuming sufficient serves of fruit (2+) 
a day. The full main effects model consisting of 11 predictor variables (age, gender, SEIFA, 
ARIA+, education level, income, BMI, psychological distress, high blood pressure, high 
cholesterol, and diabetes status) was statistically significant, χ2 (27, N = 4621) = 328.20, p < 
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 .001, indicating that it was possible to distinguish between adults who reported and did not 
report consuming sufficient fruit (2+ serves) a day. The model explained between 6.9% (Cox 
and Snell R Square) and 9.3% (Nagelkerke R Square) of the variance in sufficient fruit 
consumption, correctly classifying 64% of cases. The Hosmer and Lemeshow Test was not 
significant: χ2 (8, n = 4621) = 12.06, p = .15, while the -2 Log Likelihood value was 5881.65. 
As shown in Table 2, psychological distress made a unique statistically significant 
contribution to the model. Adults reporting high to very high psychological distress had 
significantly lower odds of reporting sufficient fruit consumption per day than adults 
reporting none to moderate distress. The odds ratio for high-very high psychological distress 
was 0.56 relative to the none to moderate distress group, indicating that the odds of 
consuming sufficient fruit were 79% (1/0.56)lower in the high to very high distress group 
relative to the no to moderate distress group, controlling for other factors in the model. 
Following this, block 2 of the model tested the interaction effects between 
psychological distress, demographic, and health status variables. Only age interacted 
significantly with psychological distress within the model. The overall interaction block for 
age added significantly to the model χ2 (3, n = 4621) = 24.35, p < .001. This indicated that 
this interaction assisted in distinguishing between adults who reported and did not report 
consuming sufficient fruit a day, although the size of the increase in variance explained was 
quite modest. The revised model explained between 7.3% (Cox and Snell R Square) and 
9.9% (Nagelkerke R Square) of the variance in sufficient fruit consumption, and correctly 
classified 64.1% of cases. The Hosmer and Lemeshow Test was not significant χ2 (8, n = 
4621) = 7.91, p = .44. The -2 Log likelihood was 5857.299.  
Subgroup analyses were performed to further analyse the relationship between 
distress and fruit consumption at different ages. These analyses indicated that a negative and 
significant relationship between distress and fruit consumption persisted for adults aged 18-
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34 and 45-49. However, the strength of this relationship continuously decreased as age 
increased and there were no significant relationships observed between distress and fruit 
consumption for adults aged 50-64 or ≥ 65.  
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 Table 2 – Multivariable binary logistic regression analysis exploring associations between psychological distress and fruit consumption. 
 Low 
distress 
 High distress β SE β Wald’s χ2  df Total sample (n = 
4621) 
95% CI 
 Not 
sufficient 
fruit 
Sufficient 
Fruit 
Not 
sufficient 
fruit 
Sufficient 
Fruit 
    Sufficient fruit 
consumption 
(2+ serves a day) 
Adjusted OR 
 
         
Main effect – Block 1a         
         
         
Psychological distress         
No, low, or moderate risk 
– K10 score in range 10-
21 
  ref ref ref  1.00  
High to very high risk –  
K10 score in range 22-50 
  -.59 0.10 36.41 1 0.56*** 0.46-0.73 
 
Age 
18-34 years 
35-49 years 
50-64 years 
65+ years 
 
 
 
 
338 
564 
438 
198 
 
 
445 
729 
786 
571 
 
 
75 
118 
79 
27 
 
 
18 
84 
93 
58 
 
 
ref 
0.05 
0.46 
1.05 
 
 
ref 
0.09 
0.09 
0.12 
 
 
ref 
0.33 
23.61 
73.07 
 
 
ref 
1 
1 
1 
 
 
1.00 
1.05 
1.58*** 
2.86*** 
 
 
 
0.88-1.25 
1.32-1.90 
2.25-3.64 
  Subgroup analyses 
(models run by one age 
group at a time) 
 
  Distress (18-34 years) 
  Distress (35-49 years) 
   
 
 
 
-1.78 
-0.42 
-0.35 
-0.31 
 
 
 
 
0.30 
0.17 
0.18 
0.26 
 
 
 
 
34.86 
6.30 
 
 
 
 
1 
1 
 
 
 
 
0.17*** 
0.66* 
 
 
 
 
0.09-0.31 
0.48-0.91 
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  Distress (50-64 years) 
  Distress (≥ 65 years) 
3.85 
1.38 
1 
1 
0.70† 
0.74 
0.49-1.00 
0.44-1.23 
 
Note. Abbreviations: ref - reference category; OR - odds ratio; CI - confidence interval. *P < 0.05; ** P < 0.01; *** P < 0.001 † p < .10. a Full 
model at block 1 included variables: gender, age, education level, SEIFA, ARIA+, income, BMI, psychological distress, high blood pressure, 
high cholesterol, and diabetes status.  
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 Vegetable Consumption Model 
The second model assessed the impact of a number of factors on the likelihood that 
adults would report consuming sufficient serves of vegetables (5+) a day. In unadjusted 
analyses, the bivariate Likelihood Ratio test indicated that adults reporting high to very high 
psychological distress were significantly less likely to report consuming sufficient serves of 
vegetables a day than adults reporting no to moderate distress χ2 (1, n = 6826) = 6.13, p = .01. 
Specifically, 10.4% of adults with no to moderate levels of distress reported consuming 
sufficient vegetables per day, a figure which decreased to 7.7% for adults reporting high to 
very high levels of distress.  In the multivariable binary logistic regression analysis, the main 
effects model containing 11 predictor variables (age, gender, SEIFA, ARIA+, education 
level, income, BMI, psychological distress, high blood pressure, high cholesterol, and 
diabetes status) was statistically significant, χ2 (27, n = 4610) = 143.57, p <.001, indicating 
that it was able to distinguish between adults who reported and did not report consuming 
sufficient vegetables (5+ serves) a day. The model as a whole explained between 3.1% (Cox 
and Snell R Square) and 6% (Nagelkerke R Square) of the variance in sufficient vegetable 
consumption, and correctly classified 88.5% of cases. Psychological distress did not make a 
unique statistically significant contribution to the model (p = .12). The Hosmer and 
Lemeshow Test was not significant χ2 (8, n = 4610) = 3.48, p = .90. The -2 Log Likelihood 
value was 3138.41.  
The second block of the model tested interaction effects between psychological 
distress and demographic or health status variables. BMI was the only variable which 
interacted significantly with distress in predicting vegetable consumption. The interaction 
block containing BMI*distress did not add significantly to the prediction of vegetable 
consumption χ2 (2, n = 4610) = 4.96, p = .08. The revised model explained between 3.2% 
(Cox and Snell R Square) and 6.2% (Nagelkerke R Square) of the variance in sufficient 
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vegetable consumption, and correctly classified 88.5% of cases. The Hosmer and Lemeshow 
test was not significant χ2 (1, N = 4610) = 11.04, p = .20 and the -2 Log Likelihood value was 
3133.44. 
Subgroup analyses were performed to further analyse the significant interaction 
between distress and BMI. These analyses, presented in Table 3, indicated that a significant 
inverse relationship between distress and vegetable consumption existed only for adults with 
a BMI classified as obese. There was no relationship between distress and vegetable 
consumption for normal weight or overweight adults.  
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 Table 2 – Multivariable binary logistic regression analysis exploring associations between psychological distress and vegetable consumption. 
 
 Low 
distress 
 High 
distress 
  β SE β Wald’s χ2  df Total sample  
(n = 4610) 
95% CI 
 > 5 
vegetable
s a day 
≥ 5 
vegetables 
a day 
> 5 
vegetables 
a day 
≥ 5 
vegetables 
a day 
    Sufficient 
vegetable 
consumption 
(5+ serves a 
day) 
Adjusted OR  
 
           
Main effects – Block 1a           
           
Psychological distress           
No, low, or moderate risk – K10 
score in range 10-21 
    ref ref ref  1.00  
High to very high risk – K10 score 
in range 22-50 
    -0.25 0.16 2.44 1 0.78 0.57-1.07 
           
BMI 
  Normal weight (18.5-24.99) 
  Overweight (25-29.99) 
  Obese (≥ 30) 
 
1448 
1331 
808 
 
197 
167 
111 
 
159 
169 
167 
 
26 
15 
13 
 
ref 
0.10 
0.11 
 
ref 
0.11 
0.13 
 
ref 
0.81 
0.78 
 
 
1 
1 
 
ref 
1.11 
1.12 
 
ref 
0.89-1.38 
0.87-1.44 
 
Interaction effects – Block 2           
Subgroup analyses (models run 
by one BMI group at a time) 
 
          
Distress (normal weight (18.5-24.99) 
Distress (overweight (25-29.99) 
Distress (obese (≥ 30) 
    0.10 
-0.32 
-0.80 
 
0.24 
0.29 
0.33 
0.16 
1.25 
6.03 
 
1 
1 
1 
1.10 
0.72 
0.45* 
0.68-1.78 
0.41-1.28 
0.24-0.85 
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Note. Abbreviations: ref - reference category; OR - odds ratio; CI - confidence interval. *P < 0.05; ** P < 0.01; *** P < 0.001 † p < .10. a Full 
model at block 1 included variables: gender, age, education level, SEIFA, ARIA+, income, BMI, psychological distress, high blood pressure, 
high cholesterol, and diabetes status. 
Chapter 4: Psychological distress may affect nutrition indicators in Australian adults 107 
 Takeaway Consumption Model 
The third model assessed the impact of a number of factors on the likelihood that 
adults would report consuming takeaway once a week or more. The Likelihood Ratio 
bivariate analysis indicated no significant differences in the frequency of takeaway 
consumption based on levels of psychological distress χ2 (1, n = 6826) = 2.99, p = 0.08.  
Adults experiencing no to moderate distress were slightly less likely than those reporting high 
to very high distress to report consuming takeaway once a week or more (36.5% vs 39.6%). 
The main effects model containing 11 predictors (age, gender, education level, SEIFA, 
ARIA+, income, BMI, psychological distress, high blood pressure, high cholesterol, and 
diabetes status) was statistically significant, χ2 (26, n = 4610) = 786.36, p <.001, indicating 
that the model was able to distinguish between adults who reported consuming takeaway 
once a week or more or less than once a week. The model as a whole explained between 
15.7% (Cox and Snell R Square) and 21.9% (Nagelkerke R Square) of the variance in 
takeaway consumption, and correctly classified 71.6% of cases. The Hosmer and Lemeshow 
Test was non-significant χ2 (8, n = 4610) = 9.83, p = 0.28 while the -2 Log likelihood was 
5035.77. 
As shown in Table 3, in separate model runs, age, SEIFA, income, BMI, and diabetes 
status all interacted significantly with psychological distress to predict takeaway 
consumption. The overall interaction step added significantly to the model for age χ2 (3, n = 
4610) = 10.24, p < .05, SEIFA χ2 (4, n = 4610) = 12.21, p < .05, BMI χ2 (2, n = 4610) = 
7.89, p = .02, and diabetes status χ2 (1, n = 4610) = 4.05, p < .05 but not income χ2 (5, n = 
4610) = 10.50, p = .06. This indicated that four out of five interaction effects assisted in 
distinguishing between adults who reported and did not report consuming takeaway once a 
week or more. The revised models explained between 15.7% (Cox and Snell R Square) and 
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22.2% (Nagelkerke R Square) of the variance in takeaway consumption, and correctly 
classified 71.8-72.3% of cases.  
Subgroup analyses were conducted to establish the relationship between distress and 
takeaway consumption at different levels of the moderator variables. These analyses revealed 
that, for age, there existed a significant positive relationship between distress and takeaway 
consumption only for adults aged 18-34 years. Similarly, a significant and positive 
relationship between distress and takeaway consumption existed only for adults from Quintile 
4. A significant and positive relationship between distress and takeaway consumption was 
found in the lowest income strata. A positive and significant relationship between distress and 
takeaway consumption was observed for normal weight adults, but not for overweight or 
obese adults. Finally, distress was positively and significantly related to takeaway 
consumption once a week or more for adults who had not been told they have diabetes or 
high blood sugar, while no relationship existed for those who had been told they have 
diabetes or high blood sugar.  
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  Low 
distress 
 High 
distress 
  β SE β Wald’s χ2 df Total sample (n = 
4610) 
95% CI 
 Takeaway 
less than 
once a 
week 
Takeaway 
once a week 
or more 
Takeaway 
less than 
once a 
week 
Takeaway 
once a 
week or 
more 
    Takeaway 
consumption (once a 
week or more) 
Adjusted OR 
 
Main effect – Block 1a           
           
  Overall model evaluation           
           
-2 Log likelihood       6159.47    
           
Goodness-of-fit tests           
Hosmer & Lemeshow       8.31 8   
           
Psychological  distress           
No, low, or moderate risk – 
K10 score in range 10-21 
    ref ref ref  1.00  
High to very high risk – K10 
score in range 22-50 
    0.29 0.11 7.52 1 1.34** 1.09-1.65 
           
Age 
   18-34 years old 
   35-49 years old 
   50-64 years old 
   65+ years old 
 
357 
750 
965 
689 
 
425 
535 
259 
82 
 
27 
111 
135 
73 
 
66 
89 
37 
11 
 
ref 
-6.11 
-1.66 
-2.36 
 
 
ref 
0.91 
0.10 
0.15 
 
 
45.20 
260.58 
254.22 
 
 
 
1 
1 
1 
 
 
0.54*** 
0.19*** 
0.09*** 
 
 
 
0.45-0.65 
0.16-0.23 
0.07-0.13 
 
SEIFA           
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Quintile 1 – most 
disadvantaged 
Quintile 2 
Quintile 3 
Quintile 4 
Quintile 5 – most advantaged 
 
562 
 
496 
571 
594 
537 
215 
 
274 
292 
225 
294 
101 
 
70 
75 
51 
49 
37 
 
66 
28 
52 
21 
 
ref 
0.37 
0.18 
-0.12 
0.14 
 
ref 
0.11 
0.11 
0.12 
0.13 
 
 
ref 
10.64 
2.44 
0.98 
1.21 
 
 
1 
1 
1 
1 
 
1.00 
1.44** 
1.20 
0.89 
1.15 
 
ref 
1.16-1.80 
0.96-1.50 
0.70-1.13 
0.90-1.47 
 
Income 
   Less than $20,000 
   $20,001-$30,000 
   $30,001-$50,000 
   $50,001-$100,000 
   $100,001-$150,000 
   > $150,000 
 
454 
323 
468 
901 
399 
216 
 
 
58 
97 
242 
535 
238 
131 
 
108 
55 
65 
80 
29 
9 
 
45 
13 
38 
70 
29 
9 
 
ref 
0.36 
0.49 
0.46 
0.35 
0.35 
 
ref 
0.17 
0.15 
0.14 
0.16 
0.18 
 
 
4.70 
10.98 
10.57 
4.72 
3.73 
 
 
1 
1 
1 
1 
1 
 
ref 
1.43* 
1.63** 
1.59** 
1.41* 
1.42† 
 
ref 
1.04-1.98 
1.22-2.18 
1.20-2.10 
1.03-1.93 
0.99-2.04 
Body mass index           
Healthy weight - BMI 18.5-
24.99 
1189 
 
452 115 72 ref ref ref  1.00  
Overweight - BMI 25-29.99 982 521 124 60 0.23 0.08 7.63 1 1.26** 1.07-1.48 
Obese - BMI ≥ 30 589 327 107 71 0.46 0.09 23.64 1 1.58*** 1.31-1.90 
Diabetes status 
   No diabetes 
   Diabetes 
 
2496 
264 
 
1200 
101 
 
292 
54 
 
185 
19 
 
ref 
.01 
 
 
ref 
0.13 
 
 
ref  
.005 
 
 
1 
 
 
1.00 
1.01 
 
 
0.79-1.29 
Subgroup analyses (models run 
by one demographic or health 
status group at a time) 
 
Psychological distress*Age 
   Distress (18-34 years old) 
   Distress (35-49 years old) 
   Distress (50-64 years old) 
     
 
 
 
1.20 
0.06 
0.15 
0.33 
 
 
 
 
0.28 
0.17 
0.21 
0.36 
 
 
 
 
17.86 
0.14 
0.47 
0.85 
 
 
 
 
1 
1 
1 
1 
 
 
 
 
3.31*** 
1.07 
1.16 
1.39 
 
 
 
 
1.90-5.77 
0.76-1.48 
0.76-1.76 
0.69-2.79 
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 Table 3 – Multivariable binary logistic regression analysis exploring associations between psychological distress and takeaway consumption. 
   Distress (≥ 65 years old) 
           
SEIFA 
Distress (Quintile 1 – most 
disadvantaged) 
Distress (Quintile 2) 
Distress (Quintile 3) 
Distress (Quintile 4) 
   Distress (Quintile 5 – most 
advantaged) 
     
0.35 
 
0.41 
-0.26 
0.85 
-0.22 
 
0.24 
 
0.22 
0.26 
0.26 
0.31 
 
2.11 
 
3.45 
0.99 
11.06 
0.49 
 
1 
 
1 
1 
1 
1 
 
1.43 
 
1.51† 
0.77 
2.33** 
0.80 
 
0.88-2.30 
 
0.98-2.32 
0.47-1.28 
1.42-3.85 
0.44-1.48 
 
Income 
   Distress (Less than $20,000) 
   Distress ($20,001-$30,000) 
   Distress ($30,001-$50,000) 
   Distress ($50,001-$100,000) 
   Distress ($100,001-$150,000) 
   Distress (≥ $150,001) 
     
 
0.87 
-0.69 
0.45 
0.19 
0.44 
0.77 
 
 
0.27 
0.39 
0.25 
0.19 
0.33 
0.55 
 
 
10.75 
3.12 
3.30 
0.98 
1.76 
1.98 
 
 
1 
1 
1 
1 
1 
1 
 
 
2.40** 
0.50† 
1.57† 
1.21 
1.55 
2.16 
 
 
1.42-4.04 
0.23-1.08 
0.97-2.56 
0.83-1.75 
0.81-2.96 
0.74-6.29 
 
Body mass index 
     
 
 
 
 
 
 
 
 
 
 
 
Distress (Healthy weight - 
BMI 18.5-   24.99) 
    0.67 
 
0.19 
 
12.42 1 
 
1.95*** 
 
1.34-2.82 
 
  Distress (Overweight - BMI  
25-29.99) 
    0.10 0.19 0.00 1 1.01 0.70-1.46 
  Distress (Obese - BMI ≥ 30)     0.27 0.19 2.01 1 1.31 0.90-1.92 
 
Diabetes status 
   Distress (No diabetes) 
   Distress (Diabetes) 
     
 
0.34 
-0.38 
 
 
0.11 
0.36 
 
 
 
9.07 
1.16 
 
 
1 
1 
 
 
1.41** 
0.68 
 
 
1.13-1.76 
0.34-1.37 
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Note. Abbreviations: ref - reference category; OR - odds ratio; CI - confidence interval. *P < 0.05; ** P < 0.01; *** P < 0.001 † p < .10. a Full 
model at block 1 included variables: gender, age, education level, SEIFA, ARIA+, income, BMI, psychological distress, high blood pressure, 
high cholesterol, and diabetes status.
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 Discussion 
 This study aimed to explore the moderating effects of a range of demographic 
and health status variables upon the relationship between psychological distress and 
the consumption of fruits, vegetables, and takeaway. For all three models there was 
evidence of moderation, although the variables involved varied in each model. This 
highlights that the relationship between psychological distress and dietary behaviour 
is complex and dependent upon the specific nutritional behaviour examined. These 
specific relationships are discussed below. Firstly though, it should be noted that the 
percentage of those who report consuming sufficient fruit is much higher than the 
percentage of those reporting sufficient vegetable consumption, signalling that health 
promotion efforts should focus on increasing vegetable consumption in the general 
population.  
Fruit consumption 
 There was an inverse relationship between fruit consumption and 
psychological distress evident in the multivariable model. In terms of moderators, 
consistent with hypotheses, older age groups (50-64 years & ≥ 65 years) had 
significantly greater odds of reporting sufficient fruit consumption. Also consistent 
with hypotheses, the subgroup analyses confirmed that an inverse and significant 
relationship was present between distress and sufficient fruit consumption for adults 
aged 18-34 and 35-49 but not adults in the two older age groups. The values or 
importance placed on fruit consumption by different age groups may account for 
these differential relationships between distress and fruit consumption. For instance, 
older adults may place more of a value on nutrition and weight concerns (Glanz, 
Basil, Maibach, Goldberg, & Snyder, 1998), which might offset the impact that high 
distress has on fruit consumption. Self-rated health also decreases with age 
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 (Queensland Health, 2011), which may motivate older adults to more regularly 
consume sufficient fruit in spite of distress.  
Vegetable consumption 
Distress, although significantly related to sufficient vegetable consumption 
bivariately, was not a significant main effect in adjusted analyses. This is contrary to 
previous research which has observed an inverse relationship between distress and 
vegetable consumption (e.g., Kiviniemi, Orom, & Giovino, 2011; Konttinen, 
Mannisto, Sarlio-Lahteencorva, Silventoinen, & Haukkala, 2010). Distress was 
significantly and inversely related to sufficient vegetable consumption only for adults 
who were obese, a finding which offered partial support to hypotheses. Contrary to 
expectations, there was no relationship between distress and sufficient vegetable 
consumption for adults who were overweight, while, as expected, there was no 
relationship between distress and vegetable consumption for normal weight adults. 
These findings suggest that efforts to ameliorate psychological distress among adults 
who are obese may also increase the odds of consuming sufficient vegetables per 
day.  
Takeaway consumption 
 Distress was a significant main effect in the prediction of takeaway 
consumption frequency. Consistent with expectations, a positive and significant 
relationship between distress and takeaway consumption was observed only for 
adults aged 18-34, suggesting that health promotion efforts addressing distress and 
diet in tandem should focus on this group. Similarly, a significant and positive 
relationship between distress and takeaway consumption existed only for adults from 
Quintile 4. While disparities have been observed in the type of fast food consumed 
(e.g., Miura, Giskes, & Turrell, 2012), this study adds to these findings by indicating 
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that distress may actually be associated with increased odds of takeaway 
consumption among individuals living in higher socio-economic areas. Findings also 
indicate that distress influences the frequency with which takeaway is consumed for 
adults from the lowest income strata, suggesting that efforts to reduce the frequency 
of takeaway amongst this group should consider psychological distress.  
The finding that distress influences takeaway consumption frequency for 
normal weight adults but not for overweight or obese adults was contrary to 
expectations. Higher BMI has previously been associated with increased amounts of 
takeaway (Mishra, McNaughton, Ball, Brown, Giles, & Dobson, 2010). Our findings 
indicate that levels of distress should also be taken into account when considering 
patterns of takeaway consumption and interventions in this area. Finally, distress was 
positively and significantly related to takeaway consumption once a week or more 
for adults who had not been told they have diabetes or high blood sugar, while no 
relationship existed for those who had been told they have diabetes or high blood 
sugar. This finding was in accordance with hypotheses and possibly indicates that 
adults with diabetes or high blood sugar may not be influenced as much to consume 
takeaway by psychological distress.   
Strengths and Limitations 
 This study possesses several limitations. Firstly, the data is cross-sectional in 
nature, which precludes any statements about cause and effect and limits our 
interpretations to associations between distress and fruit consumption in different 
population subgroups. Secondly, the 1-item measures for fruit and vegetables appear 
to slightly overestimate ‘standard serves’ compared to the amount of fruits and 
vegetables consumed in a 24-hour food recall (Rutishauser, Webb, Abraham, & 
Allsopp, 2001). This may slightly distort the true relationship between distress and 
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 these nutrition indicators. Thirdly, although commonly used in state and national 
health surveys, the self-report items on blood pressure, cholesterol, and diabetes 
status have not been clinically validated. Lastly, the K10 measure is a non-specific 
measure of anxiety and depressive symptoms and does not capture other more 
specific dimensions of negative affect (anxiety and depression diagnoses) and 
distress (e.g., stress). 
 Despite these limitations, the cross-sectional approach utilising brief 
measures is conducive to the collection of state-wide, representative data. This 
increases the external validity of this study to the age group, sex, and geographical 
distribution of the Queensland adult population based on the most recent census data 
available at the time the study was conducted. The sample size is also large enough 
to compare specific subgroups reporting high distress in models where the less 
frequently occurring outcome (e.g., 5 serves of vegetables a day) is not commonly 
met. To substantiate these results and address the aforementioned limitations, future 
research should include more specific hypotheses about the nature of the relationship 
between distress and nutrition based on the findings observed here, and use more 
extensive measures of distress and diet to increase our knowledge about the breadth 
of these relationships among population subgroups.  
Conclusions 
 The nature of the relationship between distress and the consumption of fruits, 
vegetables and takeaway appears to differ based on the nutrition indicator being 
examined. Together, findings from the three models suggest that, when designing 
interventions and forming policy concerning distress and diet which can target 
population subgroups, particular consideration should be given to the age, BMI, area-
level socio-economic status, income level and diabetes  status of individuals. 
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 Interim Chapter - Summary of Stage One Findings: The relationship of distress 
to nutrition indicators 
The findings of study 1a set the stage for study 1b, which sought to replicate 
the findings of study 1a in a smaller convenience sample and ascertain whether the 
same variables moderated the relationship between distress and the same nutrition 
indicators. In these models, data for the same variables were collected online. 
Logistic regression was again used to identify predictors of the nutrition indicators.  
In unadjusted analyses, there was a bivariate relationship between psychological 
distress and fruit consumption evident (p < .001) although this relationship became 
non-significant (p = .099) in the multivariable fruit consumption model. 
Psychological distress was not significantly related bivariately with sufficient 
vegetable consumption (p = .14) and this relationship was equally non-significant in 
a multivariable model (p = .14). Psychological distress was however significantly 
related to the frequency of takeaway consumption in the full bivariate sample with 
data for both variables (p < .01) but not in a multivariable model (p = .33). 
Unfortunately, the smaller sample size recruited in study 2 did not permit moderators 
to be tested, meaning that I was unable to reliably determine whether the same 
moderators exerted the same influence on the relationship between distress and the 
consumption of sufficient fruits, vegetables, and takeaway consumption once a week 
or more.  
Taken together, the findings of study 1a and 1b indicate that the inverse 
association between psychological distress and sufficient fruit consumption is 
relatively robust, since it was present across both samples to some degree, with the 
only difference being that the relationship was non-significant in the multivariable 
model for the convenience sample. The findings across studies were not as robust for 
132 Chapter 4: Psychological distress may affect nutrition indicators in Australian adults 
 
133 
 
the inverse relationship between distress and sufficient vegetable consumption, since 
this relationship was only present in the full sample for the secondary data analysis. 
Support for a positive and significant relationship between distress and takeaway 
consumption came from the multivariable model in the secondary data analysis and 
the bivariate analysis in the convenience sample, indicating that the finding was 
somewhat robust.  
Study 1b also introduced a variable which compared adults who were dieting 
and non-dieting, linking this to studies three and four which looked at the 
determinants of dieting and non-dieting. Findings indicated that dieters did not differ 
significantly from non-dieters in terms of reporting sufficient fruit or vegetable 
consumption. Dieters did have significantly greater odds of consuming takeaway 
once a week or more, but significantly lower odds of reporting usually consuming 
full cream milk. These findings suggested that a holistic consideration of nutrition 
indicators is necessary when comparing dieters to non-dieters since both groups may 
score more favourably than the other group on certain nutritional indicators.  
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Abstract 
Background: Dieting and non-dieting approaches are positioned as two alternative 
paradigms to the treatment of overweight and obesity. The purpose of this study is 
twofold: To understand which population subgroups have higher odds of adopting 
each approach and to examine the relationship of each approach to several health and 
nutrition indicators commonly measured in state and national surveys in Australia.  
Methods: Cross-sectional self-report data were collected in an online questionnaire. 
Five separate logistic regression analyses were undertaken on the data collected: One 
using dieting status (dieting or non-dieting) as the dependent variable and four with 
nutrition indicators (fruit, vegetable, takeaway, and full cream milk consumption) as 
dependent variables.  
Results: Demographic groups who had significantly greater odds of reporting dieting 
rather than non-dieting included females, overweight adults, and obese adults. Adults 
reporting high to very high psychological distress had greater odds of dieting than 
those reporting no to moderate distress. After adjusting for confounding variables, 
dieters did not have significantly greater odds of reporting sufficient fruit or 
sufficient vegetable consumption than non-dieters. Compared to non-dieters, dieters 
had significantly higher odds of reporting takeaway consumption once a week or 
more but had significantly lower odds of reporting usual full cream milk 
consumption.  
Conclusions: While there are some similarities in eating behaviours between dieters 
and non-dieters, there are also some notable differences in eating behaviours and 
determinants. As such dieters and non-dieters may represent different populations, 
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and health practitioners should be aware of these differences when designing 
interventions for these two populations. 
 
Keywords: Dieting; non-dieting; nutrition; psychological distress; fruit; vegetable; 
takeaway; milk; body mass index.  
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 Background 
 Obesity has been labelled a global epidemic by the World Health 
Organisation, with worldwide rates nearly doubling since 1980 (WHO, 2005). 
Approximately 60% of Australians, or over 12 million people, are classified as 
overweight or obese (AIHW, 2010). Although excess weight increases the risk of 
type II diabetes, some cancers, cardiovascular diseases, asthma, gallbladder disease, 
osteoarthritis, and chronic back pain (Guh et al., 2009), there is evidence suggesting 
that these health risks can be reduced through modest weight loss and prevention of 
weight regain in overweight and obese adults NHMRC, 2011). 
 These well documented physical health consequences and purported benefits 
of weight loss have spurred the development of public health and clinical approaches 
which raise awareness of the health risks of overweight/obesity and encourage 
healthy eating and physical activity as preventative strategies to lose weight (Lewis 
et al., 2010; NHMRC, 2012). Perhaps as a result, efforts to control weight appear to 
be commonplace, with reports that a third (Baradel et al., 2009; Yaemsiri, Slining, & 
Agarwal, 2011) to two-thirds (Siu, Giskes, & Turrell, 2011) of adults in Western 
populations are trying to lose weight or avoid weight gain. Dieting, defined as “the 
intentional and sustained restriction of caloric intake for the purpose of reducing 
body weight or changing body shape”, has historically been the main treatment 
paradigm for individuals with excess weight (NTFPTO, 2000). In the community, 
commercial weight loss programs and do-it-yourself diets are the dominant forms of 
this paradigm (Stroebe, 2008). Unfortunately, a recent meta-analysis suggests there is 
little support for the notion that dieting produces lasting weight loss or health 
benefits when attempted in isolation (Mann et al., 2007). While moderate weight loss 
can be achieved in multicomponent programs (Franz et al., 2007), it is often regained 
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over time, and some trials suffer from the lack of long-term follow-up required to 
document this weight regain (Shaw, O’Rourke, Del Mar, & Kenardy, 2006). Despite 
the equivocal support for this paradigm, diets appear to be popular with the general 
public, with recent data (Siu, Giskes, & Turrell, 2011) suggesting that 76% of adults 
decrease fat intake, 69% reduce the amount of food eaten, and 51% switched to 
foods with lower energy density in order to lose weight.  
During the 1990s, the dieting paradigm was criticised for its inability to 
achieve long-term weight loss (Garner & Wooley, 1991; Goodrick & Foreyt, 1991). 
Critics argued that the weight-centred paradigm also contributed to food and body 
preoccupation, weight cycling, lower self-esteem, eating disorders, and weight 
stigmatisation (Bacon, 2010; Daníelsdóttir, Burgard, & Oliver-Pyatt, 2009; 
Neumark-Sztainer, 2009). An alternative non-dieting paradigm emerged, focusing 
instead on body acceptance, health behaviours, and health outcomes, without a focus 
on weight loss (Bacon & Aphramor, 2011). Other tenets of this approach included 
eating intuitively (i.e., relying on internal cues indicating hunger and satiation), 
rather than dietary restriction (Tribole & Resch, 2010), and enjoying physical activity 
in contrast to participating in structured exercise (Bacon & Aphramor). A 2011 
review (Bacon & Aphramor) of the six existing randomised controlled trials testing 
non-dieting approaches observed clinically and statistically significant improvements 
in blood pressure, blood lipids, physical activity, eating disorder pathology, mood, 
self-esteem, and body image. The authors also responded to concerns that the 
exclusion of weight control messages would lead to weight gain by noting that no 
weight gain resulted from any of the ten published non-dieting trials. Given that 
approximately 30-40% of weight-concerned adults (Siu, Giskes, & Turrell, 2011; 
Nicklas, Huskey, Davis, & Wee, 2012) report trying to manage weight using what 
Chapter 7: A cross-sectional study examining the relationship between dieting, non-dieting, demographic and 
health indicators in Australian adults 139 
 
 may be construed as a diet (liquid diet supplements, commercial weight loss 
programs, or a special diet), non-dieting is potentially a plausible alternative 
approach to weight management. There appear to be unresolved issues with the 
adoption of this paradigm though, including the lack of empirical evaluation for non-
dieting approaches; misleading conclusions based on inadequate evidence about the 
harmful effects of dieting, weight cycling, and excess weight; the under-emphasis on 
reducing medical risk, and the minimisation of the environmental aspects of weight 
regulation (Foster & McGuckin, 2002). In addition, non-dieting studies have been 
conducted with mostly white, female, overweight and obese subjects with a history 
of chronic dieting or binge eating (King, 2007), limiting the generalisability of the 
results.  
 As such, while there are strong advocates for both dieting and non-dieting 
approaches, it is still unclear how this advocacy translates into population-based 
behaviour. Further research is necessary to specifically understand how these two 
paradigms relate to specific measures of healthy eating and general health outcomes. 
We therefore sought to understand who is currently dieting or non-dieting in a 
natural, uncontrolled setting, whether this is associated with favourable health status, 
and whether these approaches are differentially related to nutrition indicators. The 
objective of this research was therefore to examine empirically the existence of a 
relationship between dieting, non-dieting, and several health or demographic 
variables using an online survey. In light of this, our research questions were 
twofold:  
1) Who is dieting and non-dieting? 
2) Is dieting or non-dieting more positively related to nutritional indicators and 
general health status?  
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Method 
Participants 
We required that participants were aged 18 and over and living in Australia. 
In total, of the 820 eligible people who began the survey, 672 (82%) adults indicated 
that they were either dieting or non-dieting by scoring above the midpoint on either 
item. Sixty-six (8.1%) of these participants were excluded from the analyses because 
they responded below the midpoint on both items. Of the remaining 606 participants, 
439 (72.4%) adults indicated that they were currently eating healthily without 
dieting, while 167 (27.6%) adults reported that they were currently dieting. Seventy-
four (22.7%) of males were currently dieting while 93 (33.2%) females were dieting. 
In terms of BMI, 58, or 18.5% of normal weight adults were dieting, 58, or 31.2% of 
adults who were overweight were dieting, and 51, or 48.1% of adults who were 
obese were dieting. Dieting was most common in the 35-49 age group, with 57, or 
36.8% dieting, 88, or 25.1% of adults aged 18-34 dieting, and 18, or 24% of adults 
aged 50-64 years dieting. The sample size for each analysis varied depending on the 
variables which were included in each model and their associated missing data.  
Measures  
 Dependent variables 
The target behaviours, ‘dieting’ and ‘non-dieting’, were both based on a 
definition adapted from the National Task Force on the Prevention and Treatment of 
Obesity (2000, p. 2582) in their review of the behavioural effects of dieting in obese 
adults. Specifically, our definition stated that dieting is: 
“Intentionally restricting your calorie intake (energy or kilojoules derived 
from food) or increasing certain type of foods (e.g., high carbohydrate or high 
protein) to lose weight and/or change your body shape.”  
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 In this definition, we added the phrase “increasing certain types of foods 
(e.g., high carbohydrate or high protein)” since some diets with weight loss 
objectives (e.g., the Paleo Diet) are based on eating certain types of foods to promote 
satiety without restricting or counting calories. Participants were further instructed 
that dieting did not include fasting for religious purposes, since this was not a weight 
loss attempt. We also clarified that dieting could include any eating program planned 
by someone else, or any approach an individual had designed on their own, to use in 
any context, so long as participants intended to lose weight and/or change their body 
shape. Participants were provided with several examples including popular diets 
(e.g., The Paleo Diet or The Pritikin Diet), commercial weight loss programs (e.g., 
Weight Watchers or Jenny Craig), or meal replacements (e.g., Tony Ferguson or 
OptiSlim). We considered this broad operationalisation necessary to ensure that 
participants would be certain whether they were dieting or non-dieting, given that we 
had no opportunity to clarify this definition to adults once they began the survey 
online. A clear definition was important since one-item questions assessing dieting 
that avoid ambiguity are more strongly associated with reported energy intake than 
more general single-item questions (e.g., “doing anything to lose weight”) 
(Neumark-Sztainer, Jeffery, & French, 1997). 
Dieting and non-dieting were subsequently measured by asking participants 
to respond to the questions: “I am currently dieting” and “I am currently eating 
healthily without dieting”. These items were scored on a 7-point Likert scale ranging 
from 1 (definitely not) to 7 (definitely). We did not dichotomise this variable as a 
yes/no response format at the outset in order to accommodate people who may have 
made brief attempts at either and because of the brevity of the attempt not considered 
themselves dieting or non-dieting. Although the former definition has been used 
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previously and is considered valid (Neumark-Sztainer, Jeffery, & French, 1997), the 
latter definition was adopted for the purposes of this study and was considered to 
broadly represent non-dieting. Given that dieting often involves external rules and 
regulations regarding eating, it might be argued that the opposite of this is reliance on 
hunger and internal cues, conceptualised as intuitive eating (Tribole & Resch, 1995; 
2003, 2012). However, other non-dieting concepts and programs including 
competent eating (Satter, 2007), mindful eating (Framson et al., 2009), and the 
Appetite for Life program (Cutler & King, 2002) also fit under the umbrella of non-
dieting approaches and so we adopted this broader conceptualisation of non-dieting, 
so long as it disavowed the methods and objectives of dieting approaches. In 
measuring non-dieting in this way we also made the assumption that various non-
dieting approaches would have, as part of their objectives, a focus on eating 
healthily. This wider conceptualisation was also in keeping with the broad definition 
of self-reported dieting that was used in this study. Purely measuring non-dieting as 
the absence of dieting would not consider the focus on health and healthy eating 
which is emphasised by non-dieting advocates, while measuring non-dieting with a 
question solely concerning healthy eating would not make it explicit enough to 
participants that we were interested in an approach which explicitly disavowed 
dieting methods and objectives. Therefore, consistent with the definition of dieting, 
‘eating healthy without dieting’ was taken to mean eating healthy without 
intentionally restricting caloric intake or eating certain types of foods for the 
purposes of losing weight and/or changing body shape. These measures correlated 
negatively (r = .43, p [one-tailed] < .01), indicating that they were not considered 
complete opposites by participants and there was to some degree conceptual overlap 
(e.g., because diets would presumably encourage healthy eating too). To enable 
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 direct and meaningful comparison, these two one-item measures were dichotomised 
into a dummy variable consisting of participants who had scored above the midpoint 
on non-dieting vs. participants who had scored above the midpoint on dieting. 
To confirm the validity of operationalizing dieting and non-dieting with these 
1-item measures and subsequently creating the dummy variable, we examined the 
convergent and discriminant validity of the three measures with the anti-dieting 
subscale of Hawks, Merrill, and Madanat’s (2004) Intuitive Eating Scale (IES), the 
Body Image-Acceptance and Action Questionnaire (BI-AAQ; Sandoz, Wilson, 
Merwin, & Kate Kellum, 2013), and the Intuitive Eating Scale-2 total score and 
subscales (IES-2; Tylka & Kroon Van Diest, 2013). Because these scales concern 
positive body image, anti-dieting sentiments, and eating in response to internal cues, 
we expected that all of them would be positively correlated with the non-dieting 
measure and negatively correlated with the dieting measure. Given statistical 
evidence of non-normality for most variables, Spearman’s rho one-tailed correlations 
are presented in Table 1. All findings were in the expected direction, supporting the 
operationalization of measures. 
Table 1. Evidence of convergent and discriminant validity for dieting and 
non-dieting items (n = 474).  
Scales Non-dieting dependent variable Dieting dependent variable 
BI-AAQ  .407** -.454** 
Anti-dieting subscale of 
IES 
.502** -.640** 
IES-2 Total score .534** -.593** 
IES-2 -Unconditional 
permission to eat 
.331** -.567** 
IES-2 – Eating for physical .395** -.424** 
144Chapter 5: A cross-sectional study examining the relationship between dieting, non-dieting, demographic and health indicators in Australian a  
 
145 
 
rather than emotional 
reasons 
IES-2 – Reliance on hunger 
and satiety cues 
.463** -.471** 
IES-2 – Body-food choice 
congruence 
.491** -.291** 
* p < .05 (1-tailed), ** p < .01 (1-tailed). 
 
For the nutrition indicators, participants reported how many cups of fruits and 
vegetables (FV) they consumed each day, ranging from “less than 1 serve per day” to 
“six or more serves”. These scales were dichotomised on the basis of whether 
participants met recommended national guidelines (two serves of fruit and five 
serves of vegetables a dayi; NHMRC, 2013). These 1-item measures have good 
consistency across population subgroups, being adequately able to discriminate 
between adults with significantly different fruit and vegetable (FV) consumption 
assessed with servings determined by 24-hour recall (Rutishauser, Webb, Abraham, 
& Allsopp, 2001). The question concerning takeaway food asked participants about 
their consumption of meals or snacks including burgers, pizza, chips, and other fried 
foods sold in fast food chain outlets or independent takeaway food stores. This item 
was divided into eating takeaway food “less than once a week” or “once a week or 
more”, based on the dichotomy employed in state-wide health status surveys in 
Australia. Type of milk usually consumed was included as a proxy measure for 
dietary saturated fat and total fat. Participants reported whether they usually 
consumed regular whole or full cream milk [4+% fat], low/reduced fat milk (e.g., 
Trim) [1-3% fat], skim milk [<1% fat], soy milk (specifying full cream, reduced fat 
or skim), evaporated or sweetened condensed milk (specifying full fat or light), other 
(specifying e.g., goat’s milk, rice milk, nut milks etc.), or don’t have milk. This 
variable was dichotomised into regular consumption of either “low, skim, or no fat 
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 milk [<= 3% fat],” or “full cream milk [4+% fat]”, based on previous research which 
found the item to be a valid indicator of the main type of milk consumed in a 24-hour 
food recall and able to discriminate between groups who have significantly different 
mean intakes of percentage energy from total and saturated fat (Rutishauser, Webb, 
Abraham, & Allsopp, 2001). These 1-item measures of takeaway consumption and 
type of milk consumed were used in these analyses to enable comparability with 
state-wide data which annually reports on these indicators (see Queensland Health, 
2012, pg. 6). 
Independent variables 
We included variables that had previously been directly associated with these 
nutrition indicators, including age, gender, and educational attainment (Azagba & 
Sharaf, 2011); household income and food security (Kamphuis et al., 2006); 
remoteness and socioeconomic status (Queensland Health, 2011; 2012); BMI (Zhang 
& Fu, 2011; Atlantis, Barnes, & Ball, 2008); smoking and drinking status (Dehghan, 
Akhtar-Danesh, & Merchant, 2011); physical activity (Lutfiyya, Chang, & Lipsky, 
2012); high cholesterol, diabetes, and blood pressure (Fang, Keenan, & Dai, 2011; 
Alonso, de la Fuente, Martín-Arnau, de Irala, Martínez, & Martínez-González, 
2004), and psychological distress (Kiviniemi, Orom, & Giovino). Variables included 
in each model differed on the basis of recent secondary analyses we conducted of 
state-wide representative data using these same variables (manuscript submitted for 
publication).  
Age was divided into three categories: ages 18-34 years, 35-49 years, and 50-
64 years. Education level was assessed by asking respondents about the highest 
qualification they had completed, and classifying responses into several categories: 
no post-school qualification, bachelor degree or higher, and diploma, certificate, or 
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trade. For household income, participants were asked which range best described 
their household’s pre-tax income from all sources in the previous 12 months. 
Responses were categorised into three categories: $30,000 or less, $30,001-$50,000, 
$50,001-$100,000 and $100,000+. Food security was assessed with a 1-item measure 
asking participants whether there were any times in the last 12 months where they 
had run out of food and couldn’t afford to buy more. Remoteness was measured 
using the Accessibility/Remoteness Index for Australia (ARIA+; ABS, 2013), which 
classifies geographical areas based on their distance by road to the nearest urban 
centre. These distances are converted to a continuous measure ranging from 0 (high 
accessibility) to 15 (high remoteness), which is subsequently grouped into five 
categories (Major City, Inner Regional, Outer Regional, Remote and Very Remote). 
Due to the very small amount of respondents from outside major cities across all 
samples (i.e., < 10), a dichotomous measure was created which compared adults 
residing in major cities to adults residing in all other areas. Area-level socioeconomic 
status was measured using Socioeconomic Index for Areas (SEIFA) – Index of 
Relative Socioeconomic Advantage and Disadvantage (ABS, 2011), a continuum 
ranging from ‘most disadvantaged (quintile of 1) to ‘most advantaged’ (quintile of 5) 
derived from 25 Census variables (e.g., employment status & car ownership). This 
area-level classification into quintiles is based aggregately on the statistical local area 
of usual residence. Both ARIA+ and SEIFA are used in state and national health 
surveys and were employed here to facilitate meaningful comparison. Self-reported 
height and weight were used to calculate body mass index by dividing weight in 
kilograms by height in metres squared. BMI categories were calculated by recoding 
the continuous BMI variables into normal weight (BMI between 18.5 and 24.99), 
overweight (BMI between 25 and 29.99) and obese (BMI 30 or more) categories. 
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 Smoking status was assessed with one question ascertaining the frequency of 
smoking and was dichotomised on the basis of whether respondents currently 
smoked or did not. Alcohol consumption was classified on the basis of the number of 
standard drinks consumed per drinking day. In accordance with national alcohol 
guidelines to reduce the risk of injury on a single occasion of drinking (NHMRC, 
2009), this item was classified into three groups: “do not drink”, “drank no more than 
four standard drinks per day”, and “drank more than four standard drinks per day”2. 
Physical activity was measured using the Active Australia Survey (AIHW, 2003), the 
standard tool used for large population-based surveys of adult physical activity in 
Australia. The eight items ask about physical activity undertaken in the past week to 
try to minimise recall and desirability bias. This measure was dichotomised into 
insufficient or sufficient physical activity based on whether respondents met 
requirements for physical activity outlined in the National Physical Activity 
Recommendations for adults aged 18-64 years (Brown, Bauman, Bull, & Burton, 
2012). Diabetes prevalence was derived from two items which asked respondents 
whether they had ever been told by a doctor, nurse or at a hospital that they had 
diabetes, high blood sugar or a touch of sugar. This measure excluded gestational 
only diabetes which was assessed with an additional question. Blood pressure and 
cholesterol were each assessed with one item asking respondents whether they had 
ever been told by a doctor or nurse that they had high blood pressure or high 
cholesterol. Psychological distress was assessed with the Kessler 10 Scale (K10), a 
non-specific 10-item measure containing questions asking about negative emotional 
states in the four weeks preceding the interview to assess levels of distress (Kessler 
et al., 2002; ABS, 2012). For each description of psychological distress, participants 
responded on a 5-point item response format ranging from “none of the time” to “all 
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of the time”. Scores between 1 and 5 for each item were added up across the 10 items 
to provide an aggregate risk score between 10 and 50. Consistent with previous state 
and national surveys in Australia, this measure was dichotomised into no, low, or 
moderate psychological distress (score ranging from 10-21) and high or very high 
psychological distress (score ranging from 22-50).  
Procedure 
Participants were recruited through snowball sampling, media releases, 
articles in newsletters and newspapers, notices at the local health clinic, radio 
broadcasts, public venues (Election Day voting hall), and the newsletters of various 
small businesses with an interest in food and health. Because most non-dieting 
studies have been conducted with female, overweight, and obese subjects (34), some 
recruitment strategies focused exclusively on males. Because normal weight adults 
also attempt to lose weight (see Yaemsiri, Slining, & Agarwal, 2011), this population 
was also recruited so they could serve as a reference group for overweight and obese 
adults in the analyses. 
Analytic Strategy 
Analyses included normal weight, overweight, and obese individuals with 
complete data for each relevant nutrition indicator and the relevant independent 
variables. All analyses were conducted with IBM SPSS Statistics version 21 (IBM, 
2012). For multivariable analyses, binary logistic regression was used to assess the 
relative contribution of independent variables. Based on recommendations from 
simulation studies (Peduzzi et al., 1996), we ensured that each model had sufficient 
(10:1) or close to sufficient (9.53:1) outcome events per independent variable (EPV), 
with the lowest EPV for the least common dependent variable outcome observed in 
the dieting status model (9.53:1). Given that some categories contained smaller 
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 numbers of participants (i.e., < 30), crosstabs were computed to establish whether 
significant main effects had adequate cases in each cell, and no cells with less than 5 
cases were observed. Each table in this section presents significant (p < .05) trend (p 
< .10) main effects for each model. 
Results 
Descriptive statistics for each sample in the analyses are presented in Table 2.
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Table 2. Descriptive data of demographic, health, and behavioural status variables for participants included in each analysis.  
Sample 
characteristic 
Categories Dieting status model  
 
(n = 411) 
Fruit consumption 
model  
(n = 389) 
Vegetable 
consumption model  
(n = 388) 
Takeaway 
consumption model 
(n = 388) 
Milk consumption model  
 
(n = 325) 
  Frequency (%) Frequency (%) Frequency (%) Frequency (%) Frequency (%) 
Dependent 
variable: 
 Non-dieting:  
287 (69.8%) 
Dieting:  
124 (30.2%) 
< 2 serves per day:  
165 (41.1%) 
2 + serves per day:  
224 (58.9%) 
< 5 serves per day: 
301 (78.6%) 
5+ serves per day: 
87 (21.4%) 
< Once a week:  
251 (66.9%) 
Once a week +:  
137 (33.1%) 
Milk ≤ 3% fat: 208 
(64%) 
Whole/full cream milk: 
(4+% fat): 117 (36%) 
Gender: Males 
Females 
196 (47.7%) 
215 (52.3%) 
188 (48.9%) 
201 (51.1%) 
187 (50.5%) 
201 (49.5%) 
188 (49%) 
200 (51%) 
162 (49.8%) 
163 (50.2%) 
Age: 18-34 years 
35-49 years 
50-64 years 
230 (56%) 
125 (30.4%) 
56 (13.6%) 
215 (56.6%),  
119 (28.8%) 
55 (14.5%) 
214 (59.5%) 
119 (27.7%) 
55 (12.8 %) 
214 (56.7%) 
119 (28.9%) 
55 (14.4%) 
183 (56.3%) 
94 (28.9%) 
48 (14.8%) 
BMI: Normal weight  211 (51.3%) 200 (52.1%) 199 (51.3%) 200 (52.5%) 159 (48.9%) 
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 Overweight  
Obese 
134 (32.6%) 
66 (16.1%) 
127 (32.1%) 
62 (15.8%) 
127 (32.7%) 
62 (16%) 
126 (31.8%) 
62 (15.7%) 
113 (34.8%) 
53 (16.3%) 
SEIFA SEIFA 1 
SEIFA 2 
SEIFA 3 
SEIFA 4 
SEIFA 5 
22 (5.4%) 
34 (8.25%) 
34 (8.25%) 
110 (26.8%) 
211 (51.3%) 
22 (5.3%) 
33 (8.2%) 
29 (9.6%) 
106 (28%) 
199 (48.9%) 
22 (5.2%) 
33 (8.2%) 
29 (8.6%) 
106 (28.1%) 
198 (49.9%) 
22 (5.2%) 
33 (8.5%) 
29 (9.4%) 
106 (28.4%) 
198 (48.5%) 
19 (5.8%) 
26 (8.0%) 
27 (8.3%) 
89 (27.4%) 
164 (50.5%) 
Education level: Completed year 10 or 
high school: 
Completed diploma, 
trade, or certificate: 
Completed bachelor 
degree or higher: 
 
89 (21.7%) 
 
56 (13.6%) 
 
266 (64.7%) 
 
81 (22.8%) 
 
57 (14.3%) 
 
251 (62.9%) 
 
80 (23.9%) 
 
57 (14.7%) 
 
251 (61.4%) 
 
 
80 (22.6%) 
 
57 (14.9%) 
 
251 (62.5%) 
 
 
69 (21.2%) 
 
51 (15.7%) 
 
205 (63.1%) 
 
Required to 
diet: 
No: 
Yes: 
 
365 (88.8%) 
46 (11.2%) 
348 (89%) 
41 (11%) 
347(88.9%) 
41 (11.1%) 
347 (89.1%) 
41 (10.9%) 
289 (88.9%) 
36 (11.1%) 
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Remoteness: Living in major city:  
Living outside major city 
(including inner regional, 
outer regional, remote, 
and very remote): 
379 (92.2%) 
32 (7.8%)  
356 (91.5%) 
33 (8.5%) 
355 (92.2%) 
33 (7.8%) 
355 (91.5%) 
33 (8.5%) 
294 (90.5%) 
31 (9.5%) 
Dieting status: Non-dieting: 
Dieting: 
Listed above 268 (71.7%) 
121 (28.3%) 
267 (70.2%) 
121 (29.8%) 
268 (71.6%) 
120 (28.4%) 
235 (72.3%) 
90 (27.7%) 
Psychological 
distress: 
No, low, or moderate: 
High or very high: 
326 (79.3%) 
85 (20.7%) 
310 (79.9%) 
79 (20.1%) 
309 (79.5%) 
79 (20.5%) 
310 (80.3%) 
78 (19.7%) 
266 (81.8%) 
59 (18.2%) 
Income: < $20,000 
$20,001-$30,000 
$30,001-$50,000 
$50,001-$100,000 
$100,001-$150,000 
$150,000+ 
N/A 39 (10%) 
19 (4.9%) 
31 (8%) 
138 (35.5%) 
90 (23.1%) 
72 (18.5%) 
 
39 (10.1%) 
18 (4.6%) 
31 (8%) 
138 (35.6%) 
90 (23.2%) 
72 (18.6%) 
 
38 (9.8%) 
19 (4.9%) 
31 (8%) 
138 (35.6%) 
90 (23.1%) 
72 (18.6%) 
N/A 
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 Blood pressure 
status 
Normal: 
High:  
344 (83.7%) 
67 (16.3%) 
324 (20.6%) 
65 (79.4%) 
323 (85.1%) 
65 (14.9%) 
324 (83.5%) 
64 (16.5%) 
N/A 
Diabetes status No – no diabetes or high 
blood sugar: 
 
Yes – diabetes or high 
blood sugar: 
389 (94.6%) 
 
22 (5.4%) 
368 (94.6%) 
 
21 (5.4%) 
367 (94.6%) 
 
21 (5.4%) 
367 (94.6%) 
 
21 (5.4%) 
N/A 
High 
cholesterol 
Normal: 
High: 
348 (84.7%) 
63 (15.3%) 
326 (83.8%) 
63 (16.2%) 
325 (83.8%) 
63 (16.2%) 
N/A N/A 
154Chapter 5: A cross-sectional study examining the relationship between dieting, non-dieting, demographic and health indicators in Australian adults 
 
155 
 
Dieting vs non-dieting model 
In the first binary logistic regression model, the dieting status dummy 
variable was treated as a dependent variable to assess the impact of several variables 
on the likelihood that adults would report dieting (vs. non-dieting). Variables were 
entered in two blocks. Block one attempted to answer the first research question 
(who is dieting?) and consisted of demographic variables to understand which 
population subgroups had higher odds of dieting relative to non-dieting, and included 
age, gender, being required to diet (as a control variable so significance values not 
reported), SEIFA, ARIA, BMI status, and education level. After controlling for these 
demographic variables, health-related variables conceivably of influence, including 
smoking status, blood pressure, high cholesterol, diabetes status, and psychological 
distress were entered into step 2 of the hierarchical regression using the enter method 
to examine whether either dieting or non-dieting was associated with these variables. 
This second step answered research question two, which sought to ascertain whether 
one approach was more favourably associated with health status variables.  
Although 13 variables were considered for inclusion, this rendered the EPV 
slightly too small at 9.53. Variables were retained if they were considered important 
to adjust for as standard demographic variables (age, gender, required to diet, SEIFA, 
ARIA, education, & BMI) or significant in the multivariable model (psychological 
distress). We also retained variables which were near to significance (p < .20) in the 
multivariable model (high cholesterol), in the sample consisting of dieters and non-
dieters (smoking status), or in the total sample bivariately (blood pressure & diabetes 
status). This resulted in the exclusion of no variables, so we ran the multivariable 
model comparing the inclusion of blood pressure and diabetes status, blood pressure 
status alone, and diabetes status alone. No variables were affected drastically in 
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 direction or significance, so we retained all variables in the analysis, given they were 
relevant based on past literature. We expected that dieting might be associated with 
smoking, as both are employed as weight loss strategies (Klesges & Klesges, 1986), 
while blood pressure, high cholesterol, or diabetes status might relate to either eating 
healthily (e.g., consuming low salt, low cholesterol, or low-carb foods) or dieting 
(low-salt, low-cholesterol, or low-carb diets). 
Block 1 of the model was statistically significant, χ2 (13, n = 411) = 
51.14, p < .001, indicating that the model was able to distinguish between adults who 
dieted and those who ate healthily without dieting. The model as a whole explained 
between 11.7% (Cox and Snell R Square) and 16.6% (Nagelkerke R Square) of the 
variance in dieting status, correctly classifying 72% of cases. As shown in Table 3, 
several groups had higher odds of dieting than non-dieting. In the first step, these 
groups included females and adults who were overweight or obese (relative to 
normal weight adults). The odds of females dieting were 2.07 times greater than the 
odds of males dieting, controlling for other factors in the model. Adults classified as 
overweight and obese had 2.32 and 4.02 respectively times greater odds of dieting 
than non-dieting compared respectively to normal weight adults.  
Block 2 of the model was statistically significant, χ2 (6, n = 411) = 24.58, p < 
.001, indicating that the model assisted in distinguishing between adults who 
reported dieting and non-dieting. The revised model as a whole explained between 
16.8% (Cox and Snell R Square) and 23.8% (Nagelkerke R Square) of the variance 
in dieting status, correctly classifying 75.7% of cases. Non-significant differences 
between non-dieters and dieters were observed on several variables, including 
smoking status (p = .32), blood pressure status (p = .96), high cholesterol status (p = 
.16), and diabetes status (p = .44). Notably though, in the total sample of dieters and 
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non-dieters, adults currently smoking (p = .04) and adults reporting high cholesterol 
both had significantly higher odds of dieting (p = .03). Additionally, adults reporting 
high blood pressure (p = .09) and diabetes (p = .09) almost had significantly higher 
odds of dieting in the total sample. 
Adults reporting high to very high distress also had greater odds of dieting 
than adults reporting no to moderate distress. The odds of dieting in adults reporting 
high to very distress were 2.58 times greater than the odds of adults with no to 
moderate distress dieting. We tested whether the relationship between distress and 
dieting varied by gender or BMI status, since females, adults who were overweight 
or obese, and adults experiencing high to very high psychological distress all had 
significantly greater odds of dieting. In those reporting high to very high distress, 
females did not have significantly greater odds of dieting than males (p = .28, OR = 
1.93, 95% CI = 0.59-6.35). Also at high levels of distress, overweight adults almost 
had significantly lower odds of dieting relative to normal weight adults (p = .06, OR 
= 0.30, 95% CI = 0.09-1.07). Adults who were obese did not have significantly lower 
odds of dieting at high levels of distress (p = .25, OR = 0.42, 95% CI = 0.10-1.84).  
Given that psychological distress is reportedly associated with dieting in 
females (Kenardy, Brown, & Vogt, 2001), we also ran these analyses separately for 
males and females. We adjusted for age, BMI, being required to diet, and education 
level. For females (n = 243), psychological distress was more strongly associated 
with dieting rather than non-dieting (n = 243, p < .001, OR = 3.53, 95% CI = 1.8-6.9) 
while no effect was observed for males (n = 255, p = .21, OR = 1.71, 95% CI = 0.74-
3.9). 
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 Table 3. Multivariable logistic regression exploring associations between demographic variables, health status variables, and dieting status. 
  β SE β Wald’s χ2 Df Total sample (n = 411) 95% CI 
     Dieting (vs. non-dieting) 
Adjusted OR 
 
Main effects – Block 1a       
       
Overall model evaluation       
   -2 Log likelihood   452.17    
       
Goodness-of-fit tests       
Hosmer &  Lemeshow   1.40    
       
Gender       
Male ref ref ref  1.00  
Female 0.73 0.25 8.84 1 2.07** 1.28-3.35 
       
BMI    2   
   Normal weight ref ref ref  1.00  
   Overweight 
   Obese 
0.84 
1.39 
0.27 
0.33 
9.83 
17.75 
1 
1 
2.32** 
4.02*** 
1.37-3.94 
2.10-7.66 
       
Health status variables – Block 
2 b 
      
       
Overall model evaluation       
   -2 Log likelihood   427.60    
       
Goodness-of-fit tests       
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Hosmer &  Lemeshow   8.05    
       
Psychological distress       
No, low, or moderate risk – 
K10 score in range 10-21 
ref ref ref  1.00  
High to very high risk – K10 
score in range 22-50 
0.95 0.29 10.70 1 2.58**  1.46-4.56 
       
   Constant -0.68 0.77 0.79 1 0.51  
Abbreviations: ref – ref reference category; OR - odds ratio; CI - confidence interval. * p < 0.05; ** p < 0.01; *** p < 0.001. a Full model at 
block 1 included variables: gender, age, required to diet, SEIFA, ARIA, BMI, and education.  b Variables entered in block 2 include smoking 
status, blood pressure status, high cholesterol status, diabetes status, and psychological distress. 
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 Fruit Consumption Model 
The Likelihood Ratio bivariate test identified no significant differences 
between dieters and non-dieters in terms of sufficient fruit consumption reported, 
both in the total sample of those with data for both variables χ2 (1, N = 583) = 2.37, p 
= .12 and in the sample with complete data for variables in the multivariable analysis 
χ2 (1, n = 399) = 0.64, p = .42. In both bivariate analyses, non-dieters had higher 
percentages of reported sufficient fruit consumption than dieters (61.7% vs 54.8% & 
60.1% vs 55.8%). In terms of psychological distress, our other main independent 
variable of interest, the Likelihood Ratio bivariate test identified a significant and 
inverse relationship between distress and fruit consumption, both in the total sample 
of those with data for both variables χ2 (1, N = 722) = 17.92, p < .001 and almost a 
significant and inverse relationship in the sample with complete data for variables in 
the multivariable analysis χ2 (1, n = 389) = 3.62, p = .06. Subsequently, the 
multivariable binary logistic regression model (see Table 4) assessed the impact of a 
number of factors on the likelihood that adults would report consuming sufficient 
serves of fruit (2+) a day. The full main effects model consisting of 13 predictor 
variables was not statistically significant, χ2 (20, N = 399) = 18.77, p < .001, 
indicating that the model did not distinguish between adults who reported and did not 
report consuming sufficient fruit (2+ serves) a day. The model explained between 
4.6% (Cox and Snell R Square) and 6.2% (Nagelkerke R Square) of the variance in 
sufficient fruit consumption reported, correctly classifying 60.4% of cases. Although 
psychological distress trended (p = .05), no variables made unique statistically 
significant contributions to the model. Given that the dummy variable comparing 
dieters and non-dieters compares two groups of individuals who are motivated with 
regards to dieting or eating healthily, the absence of significant findings on other 
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variables and poor model fit is unsurprising, due to using a more homogenous 
sample. Consistent with the bivariate analysis, there was no difference in odds 
between dieters and non-dieters in the multivariable model (p = .64). We tested 
whether the relationship between the dummy variable and fruit consumption varied 
by BMI status and psychological distress, based on a previous analysis submitted for 
publication which found that both influence fruit consumption. The interaction 
between dieting status and distress was highly non-significant (p = .99, OR = .99, 
95% CI = 0.33-3.00), and neither adults who were overweight (p = .19, OR = 2.06, 
95% CI = 0.70-6.08) or obese (p = .06, OR = 3.45, 95% CI = 0.93-12.78) had 
significantly greater odds of reporting sufficient fruit consumption than normal 
weight adults who were dieting.
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 Table 4. Multivariable binary logistic regression analysis exploring associations between dieting, non-dieting and fruit consumption. 
 β SE β Wald’s χ2  df Total sample (n = 389) 95% CI 
     Sufficient fruit consumption 
(2+ serves a day) 
Adjusted OR 
 
       
Main effect – Block 1a       
       
Overall model evaluation       
   -2 Log likelihood   521.661    
       
Goodness-of-fit test       
   Hosmer & Lemeshow   8.63 8   
       
ARIA+ 
   Major city 
   Other (inner regional, outer 
regional, remote, very remote) 
 
ref 
-0.82 
 
ref 
0.43 
 
ref 
3.67 
 
ref 
1 
 
1.00 
0.44† 
 
ref 
0.19-1.02 
       
Psychological distress       
No, low, or moderate risk – 
K10 score in range 10-21 
ref ref ref  1.00  
High to very high risk –  
K10 score in range 22-50 
-.47 0.28 2.72 1 0.63† 0.36-1.09 
       
Dieting status       
Non-dieters ref ref ref  1.00  
Dieters -.28  0.25 1.28 1 0.76 0.47-1.23 
162Chapter 5: A cross-sectional study examining the relationship between dieting, non-dieting, demographic and health indicators in Australian adults 
 
163 
 
       
Constant 0.47 0.62 0.56 1 1.60  
Note. Abbreviations: ref - reference category; OR - odds ratio; CI - confidence interval. * p < 0.05; ** p < 0.01; *** p < 0.001. a Full model at 
block 1 included variables: gender, age, required to diet, education level, income, SEIFA, ARIA+, BMI, psychological distress, high cholesterol, 
high blood pressure, diabetes status, and dieting status. 
Chapter 7: A cross-sectional study examining the relationship between dieting, non-dieting, demographic and health indicators in Australian adults 163 
 
 Vegetable Consumption Model 
The second model assessed the impact of a number of factors on the 
likelihood that adults would report consuming sufficient serves of vegetables (5+) a 
day. The bivariate Likelihood Ratio test indicated that adults who were currently 
dieting were not significantly different from adults reporting current non-dieting in 
terms of reporting sufficient serves of vegetables a day, both in the total sample of 
those with data on both variables χ2 (1, N = 581) = 0.93, p = .34 and in the sample 
with complete data for variables in the multivariable analysis χ2 (1, n = 388) = 0.56, p 
= .45. In both bivariate analyses, there was a trend towards dieters reporting higher 
proportions of sufficient vegetable consumption than non-dieters (23.2% vs. 19.6% 
and 24.8% vs. 21.3%). In our other independent variable of interest, psychological 
distress, there was no significant relationship bivariately for individuals who had 
complete data on both variables χ2 (1, N = 721) = 2.18, p = .14. Additionally, no 
bivariate inverse relationship was observed between distress and sufficient vegetable 
consumption in the sample which had complete data for the multivariable analysis χ2 
(1, n = 388) = 0.27, p = .60.  
  In the multivariable binary logistic regression analysis, 13 variables were 
initially considered for inclusion based on previous analyses. The main effects model 
was statistically significant, χ2 (23, n = 388) = 54.72, p < .001, indicating that it was 
able to distinguish between adults who reported and did not report consuming 
sufficient vegetables (5+ serves) a day. The model as a whole explained between 
13.2% (Cox and Snell R Square) and 20.1% (Nagelkerke R Square) of the variance 
in sufficient vegetable consumption, and correctly classified 78.6% of cases. Gender 
made a unique statistically significant contribution to the model, with females having 
odds of reporting sufficient vegetable consumption 2.6 times greater than males, 
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controlling for other factors in the model (see Table 5). Adults who were obese had 
significantly lower odds of reporting sufficient vegetable consumption per day (OR = 
0.26, 95% CI = .10-0.70). Individuals who had been told they had diabetes or high 
blood sugar (OR = 3.36, 95% CI = 1.04-10.84) or high blood pressure (OR = 2.39, 
95% CI = 1.12-5.12) had significantly greater odds of reporting sufficient vegetable 
consumption. Surprisingly, adults who had been told they have high cholesterol had 
significantly lower odds of reporting sufficient vegetable consumption (OR = 0.36, 
95% CI = 0.15-0.87). There were no significant differences between dieters and non-
dieters (p = .26) in their reporting of sufficient vegetable consumption.
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 Table 5. Multivariable binary logistic regression exploring associations between dieting, non-dieting, and vegetable consumption. 
  β SE β Wald’s χ2  Df Total sample (n = 477) 95% CI 
     Sufficient vegetable 
consumption (5+ serves a 
day) 
Adjusted OR  
 
       
Main effects – Block 1a       
       
Overall model evaluation       
   -2 Log likelihood   469.97    
       
Goodness-of-fit tests       
   Hosmer & Lemeshow   7.69 8   
       
Gender       
   Male 
   Female 
ref 
0.90 
ref 
0.24 
ref 
13.42 
 
1 
1.00 
2.45*** 
 
1.52-3.95 
       
Blood pressure 
   Normal 
   High 
 
ref 
0.87 
 
ref 
0.39 
 
 
ref 
5.06 
 
1 
 
1.00 
2.39* 
 
 
ref 
1.12-5.12 
Cholesterol 
    Normal 
    High 
 
ref 
-1.02 
 
 
ref 
0.45 
 
ref 
5.19 
 
1 
 
1.00 
0.36* 
 
ref 
0.15-0.87 
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Diabetes 
    No diabetes or high blood 
sugar 
    Diabetes or high blood sugar 
 
 
ref 
 
1.21 
 
ref 
 
0.60 
 
ref 
 
4.11 
 
1 
 
 
 
1.00 
 
3.36 
 
ref 
 
1.04-10.84 
Dieting status       
Non-dieters ref ref ref  1.00  
Dieters 0.35 0.31 1.27 1 1.42 0.77-2.62 
       
Constant -2.83 0.89 10.23** 1 0.06  
Note. Abbreviations: ref - reference category; OR - odds ratio; CI - confidence interval. * p < 0.05; ** p < 0.01; *** p < 0.001. a Full model at 
block 1 included variables: gender, age, SEIFA, ARIA, required to diet, income, education level, BMI categories, psychological distress, physical 
activity, blood pressure, high cholesterol, diabetes status, and dieting status.
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 Takeaway Consumption Model 
 The third model assessed the impact of a number of factors on the likelihood 
that adults would report consuming takeaway once a week or more. The Likelihood 
Ratio bivariate analysis indicated that dieters were significantly more likely to report 
consuming takeaway once a week or more than non-dieters, both in the total sample 
of those with data on both variables χ2 (1, N = 581) = 6.89, p = .009 and in the 
sample with complete data for variables in the multivariable analysis χ2 (1, n = 388) 
= 7.03, p < .01 (see Table 5). In our other main independent variable of interest, 
findings indicated that a positive and significant relationship existed between distress 
and takeaway consumption once a week or more χ2 (1, N = 720) = 11.14, p < .01. 
This relationship was not significant in the sample with full variables for the 
multivariable analysis χ2 (1, N = 388) = 2.05, p = .15.  
 Thirteen variables were considered for inclusion in the multivariable analysis, 
although this made the EPV slightly under 10 (9.54). The main effects model 
containing 13 predictors was statistically significant, χ2 (23, N = 388) = 61.97, p < 
.001, indicating that the model was able to distinguish between adults who reported 
consuming takeaway once a week or more or less than once a week. The model as a 
whole explained between 14.8% (Cox and Snell R Square) and 20.3% (Nagelkerke R 
Square) of the variance in takeaway consumption, correctly classifying 70.4% of 
cases. As shown in Table 6, the dieting/non-dieting variable made a unique 
statistically significant contribution to the model, with dieters having odds of 
reporting consuming takeaway once a week or more 2.18 times greater than non-
dieters, after adjustment for other variables. Males also had odds of consuming 
takeaway once a week or more 3 times greater than females. The odds of adults aged 
18-34 years consuming takeaway once a week or more were 2.32 times greater than 
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adults aged 34-49 and 8.78 times greater than adults aged 50-65. Results also 
indicated that adults who have been told they have high blood pressure had odds of 
consuming takeaway once a week or more 2.5 times greater than adults who had 
never been told they have high blood pressure.  
Because our findings indicated that takeaway consumption is higher in males 
than females, we also ran subgroup analyses by gender, adjusting for age, BMI, 
being required to diet, and education level. Male dieters had significantly greater 
odds of reporting takeaway consumption once a week or more than male non-dieters 
(n = 276, p = .02, OR = 2.08, 95% CI = 1.11-3.91), while a non-significant effect 
was observed for female dieters relative to female non-dieters (n = 259, p = .161, OR 
= 1.56, 95% CI = .84-2.91). 
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 Table 6. Multivariable binary logistic regression analysis exploring associations between dieting, non-dieting, and takeaway consumption. 
  β SE β Wald’s χ2 Df Total sample (n = 402) 95% CI 
     Takeaway consumption 
(once a week or more) 
Adjusted OR 
 
Main effect – Block 1a       
  Overall model evaluation       
       
-2 Log likelihood   461.88    
       
Goodness-of-fit tests       
Hosmer & Lemeshow   9.41 8   
       
Gender       
Male ref ref ref  1.00  
Female -1.11 0.26 18.24 1 0.33*** 0.20-0.55 
       
Age       
18-34 years ref ref ref  1.00  
35-49 years -0.84 0.29 8.31 1 0.43** 0.24-0.76 
50-64 years -2.17 0.49 19.39 1 0.11*** 0.04-0.30 
       
High blood pressure 
   Normal 
 
ref 
 
ref 
 
ref 
 
 
 
1.00 
 
 
High 0.92 0.35 7.08 1 2.52** 1.28-4.98 
       
Dieting status       
   Non-dieting ref ref ref  1.00  
   Dieting 0.78 0.27 8.24 1 2.18**  1.28-3.72 
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Constant -0.36 0.67 0.29 1 0.70  
Abbreviations: ref - reference category; OR - odds ratio; CI - confidence interval. * p < 0.05; ** p < 0.01; *** p < 0.001. a Full model at block 1 
included variables: gender, age, required to diet, SEIFA, ARIA, education level, income, BMI categories, psychological distress blood pressure 
status, high cholesterol status, diabetes status and dieting status.
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 Full Cream Milk Consumption Model 
The fourth binary logistic regression model assessed the impact of several 
variables on the likelihood that adults would report usually consuming full cream 
milk (4+% fat). The Likelihood Ratio bivariate analysis indicated that non-dieters 
were significantly more likely to report usually consuming full cream milk, both in 
the total sample of those with data on both variables χ2 (1, N = 500) = 20.22, p < .001 
and in the specific sample with full data for variables in the multivariable analysis χ2 
(1, n = 325) = 9.07, p = .003. In our other independent variable of interest, 
psychological distress was unrelated to the type of milk consumed in the full sample 
χ2 (1, N = 621) = 1.12, p = 0.29 and in the sample with complete data for the 
multivariable model χ2 (1, N = 332) = 1.92, p = 0.17.  
The revised main effects model containing 11 predictor variables was 
statistically significant, χ2 (19, n = 325) = 45.39, p = .001, indicating that the model 
was able to distinguish between adults who reported usually consuming low or no fat 
milk (≤ 3% fat) or full cream milk (4+% fat). The model as a whole explained 
between 13% (Cox and Snell R Square) and 17.9% (Nagelkerke R Square) of the 
variance in the type of milk usually consumed, correctly classifying 68.6% of cases. 
The odds of non-dieting adults reporting usually consuming full cream milk were 
2.38 times greater than dieting adults, controlling for other factors in the model (see 
Table 6). Males had odds of consuming full cream milk 2.43 times higher than 
females, while adults with a diploma, certificate, or trade had odds of full cream milk 
consumption 3.66 times higher than adults with no post-school qualification. The 
income variable neared significance, with adults earning less than $20,000-$50,000 
almost having higher odds of consuming full cream milk than adults in the highest 
income strata earning $100,000+ a year (p = .05). We again tested whether the 
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 relationship between the dummy variable and full cream milk consumption varied by 
BMI status, based on previous analyses which indicated that overweight and obese 
adults both had significantly lower odds of reporting usual consumption of full cream 
milk. Adults who were overweight and dieting had significantly greater odds of 
reporting usually consuming full cream milk consumption once a week or more 
relative to normal weight adults who were dieting. Further inspection though 
revealed that one cell size count was three which was considered too small to be 
reliable. 
Because usual consumption of full cream milk was significantly lower in 
males than females, we also ran subgroup analyses by gender. As per the previous 
model, we adjusted for age, BMI, being required to diet, and education level. Male 
dieters did not have greater odds of reporting usual consumption of full cream milk 
than male non-dieters (n = 241, p = .081, OR = 0.55, 95% CI = 0.28-1.08), while a 
significant effect was observed for female dieters relative to female non-dieters (n = 
218, p = .001, OR = 0.21, 95% CI = .087-0.52). 
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 Table 6 - Multivariable logistic regression analysis exploring associations between dieting, non-dieting, and type of milk consumed. 
  Β SE β Wald’s χ2 Df Total sample (n = 325) 95% CI 
     Type of milk consumed 
(whole or full cream [4+% 
fat]) 
Adjusted OR 
 
Main effects – Block 1a       
       
Overall model evaluation       
   -2 Log likelihood   379.33    
       
Goodness-of-fit tests       
Hosmer &  Lemeshow   5.14    
       
Gender       
Male ref ref ref  1.00  
Female -0.88 0.27 10.62 1 0.41** 0.24-0.70 
       
Education        
No post-school qualification ref ref ref  1.00  
Bachelor degree or higher 0.51 0.35 2.14 1 1.66 0.84-3.29 
Diploma or certificate or trade  1.30 0.44 8.73 1 3.66**  1.55-8.67 
       
Income       
Less than $20,000-$50,000 ref ref ref  1.00  
$50,000-$100,000 -0.18 0.35 0.28 1 0.83 0.42-1.65 
$100,000+ -0.69 0.35 3.85 1 0.50  0.25-1.00 
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 Dieting status       
Non-dieters ref ref ref  1.00  
Dieters -0.87  0.33 6.87 1 0.42** 0.22-0.80 
       
   Constant 0.64 0.70 0.82 1 1.89  
Abbreviations: ref - reference category; OR - odds ratio; CI - confidence interval. * p < 0.05; ** p < 0.01; *** p < 0.001. a Full model at block 1 
included variables: gender, age, required to diet, SEIFA, ARIA, BMI, alcohol consumption (standard drinks per day), psychological distress, 
education level, income, and dieting status.
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Discussion 
 
This study examined differences between dieters and non-dieters on a range 
of demographic factors, health status variables, and nutrition indicators measured in 
state and national health surveys in Australia. Females, overweight and obese adults 
(vs. normal weight adults), and adults reporting high to very high distress (vs. no to 
moderate distress) all had significantly greater odds of dieting than non-dieting. It 
could be that people who are overweight or obese diet more or it could be that people 
who diet more tend to be overweight or obese. Dieters and non-dieters did not differ 
significantly on self-reported fruit and vegetable consumption, both bivariately and 
in the multivariable model, and non-significant trends differed, favouring both non-
dieters (fruit consumption) and dieters (vegetable consumption). Non-dieters had 
significantly lower odds of consuming takeaway once a week or more than dieters 
but had significantly higher odds of reporting usual full cream milk consumption. 
These relationships are discussed further below. 
Demographic and health status variables 
 The first model assessed the likelihood of certain demographic and health 
status groups having higher odds of dieting relative to non-dieting. While research 
consistently indicates that weight control efforts are more commonplace among 
women than men (see Yaemsiri et al., 2011; Siu, Timperio et al., 2000; Giskes, & 
Turrell, 2010), our findings are new by suggesting that conversely, males have 
greater odds of non-dieting than women. King (2007) notes that most non-dieting 
studies have been conducted with female subjects and therefore questions the extent 
to which it is a viable intervention approach with men. Our study indicates that 
interventions promoting non-dieting approaches in men, whether they are more 
successful or not, may at least be more ecologically valid in terms of building on 
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 approaches men already appear to have higher odds of adopting. Similarly, adults 
who were overweight or obese had higher odds of dieting compared to non-dieting 
relative to normal weight adults. This is consistent with recent research in the general 
practitioner setting which observed higher rates of weight loss attempts in obese 
patients (73%) relative to those who were overweight (55%) and normal weight 
(33%) (Yoong et al., 2012). Of the 667 people who attempted to lose weight, 477 
(54%) changed their diet, and for overweight and obese, this was primarily through 
the adoption of low-calorie and low-fat diets. Our study adds to these findings by 
indicating that, in contrast, normal weight adults have the highest odds of reporting 
non-dieting attempts and may therefore be more familiar approaches to eating which 
do not strictly stipulate the calorie value and fat composition of foods. These adults 
may consequently find non-dieting concepts of intuitive eating easier to understand 
and practice, although this would need to be confirmed longitudinally or in a 
qualitative study by asking normal weight participants why they eat intuitively.  
The finding that adults with high to very high psychological distress have 
higher odds of dieting than non-dieting compared to those reporting low to moderate 
distress after adjustment for a range of relevant sociodemographic factors provides 
moderate support to non-dieting approaches. This supports the findings of intuitive 
eating interventions and cross-sectional studies which generally observe 
improvements in and positive relationships with psychological health (see Van Dyke 
& Drinkwater, 2013). Despite this, longitudinal designs which rule out all other 
variables which could potentially influence psychological distress will be needed 
before more definitive conclusions can be drawn about the benefits of adopting non-
dieting approaches in a naturalistic environment. The measure used here is also non-
specific and pathogenic in nature so future studies may benefit from using specific 
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measures for anxiety and depression, and including salutogenic measures focused on 
well-being. Lastly, no differences were observed between dieters and non-dieters on 
smoking status, blood pressure, high cholesterol, or diabetes status, which did not 
provide support to either approach.  
Fruit and vegetable consumption 
 The finding of no significant difference between dieters and non-dieters in 
their reporting of sufficient fruit and vegetable consumption adds to a body of 
literature that has produced mixed findings. In the area of intuitive eating (see Van 
Dyke and Drinkwater, 2013, for a review), Madden et al. (2012) did not observe 
positive relationships between intuitive eating and fruit consumption in a cross-
sectional sample of 1601 New Zealand women. FV consumption was measured with 
the same short questions used in the current questionnaire concerning usual daily 
consumption. While Madden and colleagues noted that intuitive eating was 
significantly associated with higher vegetable consumption, they cautioned that these 
effects were too small to be considered practically significant. Similarly, in a small 
sample comparing 17 dieters with 15 intuitive eaters, Banks (2008) found no 
significant differences in fruit or vegetable consumption between the two groups. 
Although non-significant, the proportions indicate that more non-dieters report 
consuming sufficient fruit while higher proportions of dieters report consuming 
sufficient vegetables. This merits further investigation, ideally through subgroup 
analyses which compare different types of diets depending on whether they 
encourage FV with different non-dieting approaches to make more specific 
conclusions regarding individual diets or approaches which may be particularly 
favourable for FV consumption.  
Takeaway and milk consumption 
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  Madden et al. 2009 also found no relationship between intuitive eating and 
foods high in fats and/or sugars (chocolate-coated and/or cream-filled biscuits; potato 
crisps, corn snacks or corn chips; cakes, scones, muffins or sweet buns; meat pies or 
sausage rolls; and burgers). We speculate that this difference is because Madden’s 
sample was exclusively female. Bivariate analyses, not reported on, but conducted 
prior to analyses, suggested that the relationship between dieting and takeaway 
consumption was significant for males but not for females. The multivariable model 
also indicated that males had higher odds of consuming takeaway once a week or 
more, even in a sample composed of individuals motivated with regards to their 
health (dieters and non-dieters). Despite this, an interaction between dieting status 
and gender tested in the next step of the model was not significant. Even so, this 
finding suggests that non-dieters may eat less takeaway than dieters, which is notable 
for clinicians encouraging either approach, particularly when working with men.  
 In terms of full cream milk consumption, to our knowledge, no previous 
studies found have looked at these differences. Given that groups usually reporting 
full cream milk consumption have significantly higher mean intakes of percentage 
energy from total and saturated fat compared to those who usually consume reduced-
fat milk (Rutishauser, Webb, Abraham, & Allsopp, 2001), we can cite the findings of 
Madden et al., who found no relationship between intuitive eating and the 
consumption of saturated fat. In her sample of college students, Banks (2008) also 
found no significant differences between intuitive eaters and dieters in terms of 
calories derived from fats. Given that decreasing fat intake is a commonly adopted 
strategy for weight loss (Siu, Giskes, & Turrell, 2012), it seems reasonable to assume 
that dieters would seek to reduce fat intake by usually consuming low-fat milk. In 
any case, since dietary guidelines encourage the consumption of mostly reduced fat 
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dairy (NHMRC, 2013), it may be cause for concern that non-dieting adults reporting 
eating healthily have higher odds of consuming full cream milk. Additionally, adults 
aged 35-49 and 50-64 had lower odds of consuming takeaway once a week or more 
than adults aged 18-34. This finding is consistent with state-wide health reports 
(CHO, 2012) and reinforces the value of attempts to reduce takeaway amongst 
younger groups, even if they report dieting or eating healthily. Additionally, dieting 
or non-dieting adults with a diploma, trade, or certificate had higher odds of regularly 
consuming full cream milk when dieting or non-dieting than adults with no post-
school qualification, suggesting that this group may be an appropriate target for 
education initiatives concerning the consumption of low-fat products.  
Gender differences 
 Gender differences were notable, emerging in three out of four models. 
Females had higher odds of reporting consuming sufficient vegetables and lower 
odds of reporting takeaway consumption once a week or more and usually 
consuming full cream milk. Although consistent with national surveys (ABS, 2013), 
these findings further reinforce efforts to improve the eating habits of men, given that 
all men in the sample indicated that they were currently dieting or eating healthily. 
Strengths and Limitations 
 This study possesses several limitations. The cross-sectional nature of the 
data precludes any statements about prediction being made. This design limits our 
interpretations to associations between dieting, non-dieting, and health-related 
variables in different population subgroups. Additionally, the short dietary questions 
used only provide limited information on aspects of food intake and food habits and 
future studies should further corroborate these findings by using these measures 
together with more extensive measures to compare dieters and non-dieters. Despite 
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 this, these short questions are more suitable for describing the food habits and intake 
of groups than individuals (Marks et al. 2001) and enable comparability with the data 
regularly collected in state-wide and national health surveys in Australia.  
 Despite these limitations, the sample was large enough to directly compare 
dieting and non-dieting individuals on a range of health indicators. The gender split 
was relatively even across all samples, which is important since males are 
underrepresented in research concerning lifestyle change and weight loss (Pagoto et 
al., 2012), despite the fact that more men are overweight or obese than women (AHS, 
2013 – updated results). The design also assisted in understanding who adopts 
dieting and non-dieting approaches and how they are associated with various health 
and nutritional indicators in the population, which provides evidence of their 
applicability in a natural setting.  
Conclusions 
 In summary, this study presented mixed evidence concerning the relationship 
of dieting and non-dieting to nutrition indicators and health status variables in a 
naturalistic setting. Adults who were overweight or obese and females both had 
significantly greater odds of dieting than non-dieting relative to normal weight adults 
and males respectively. High to very high psychological distress was also associated 
with greater odds of dieting than non-dieting, compared to those reporting no to 
moderate psychological distress. Although no differences were observed between 
dieters and non-dieters in levels of self-reported fruit and vegetable consumption, 
dieters had significantly greater odds of consuming takeaway once a week or more 
than non-dieters but had significantly lower odds of reporting usually consuming full 
cream milk. Men also had less favourable nutrition status on every indicator except 
for sufficient fruit consumption. 
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These findings suggest that, researchers and clinicians should be aware that 
dieters and non-dieters may represent different populations with some similarities 
and differences in their eating behaviours and experience of psychological distress. 
In particular, when prescribing dieting or non-dieting approaches, clinicians should 
be particularly mindful of increased takeaway consumption and psychological 
distress in dieters relative to non-dieters, and increased odds of full cream milk 
consumption in non-dieters relative to dieters. In addition, there are different 
determinants for both groups that are important to be mindful of. Men who are 
currently dieting or non-dieting still have lower odds of reporting favourable 
nutritional intake than women and efforts should therefore be made to ensure they 
are represented in studies of dieting and non-dieting since differences appear likely. 
Practitioners should holistically consider the nutritional and psychological 
implications of promoting dieting and non-dieting approaches. 
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i The Australian Dietary Guidelines (2013) now recommend a minimum of 6 servings of vegetables 
per day for men aged 19-50 and 5½ servings of vegetables per day for men aged 51-70. Only 44 and 
21 males in our total sample reported consuming 5 and 6 or more servings of vegetables a day 
respectively and we therefore concluded that it was not statistically viable to run a multivariable 
analysis for males only and for these two distinct age groups in our male sample. Accordingly, we 
retained the cut-off of 5 servings of vegetables per day which currently applies to females (except 
those breastfeeding) and applied to men in the earlier dietary guidelines (NHMRC, 2003).  
 
ii In the current study, alcohol consumption was based on usual consumption (i.e., how much alcohol 
someone usually drinks on a day they consume alcohol). This item is therefore considered a Quantity 
Frequency (QF) measure. Graduated Quantity Frequency (GQF) is a more precise method of 
collecting alcohol consumption which asks respondents how often they consume several different 
amounts of alcohol. The GQF method is preferable since it captures infrequent consumption of 
alcohol and is the basis of calculating guidelines for risky drinking (NHMRC, 2009). Although the 
alcohol consumption item is not significant in any of our multivariable analyses, readers must bear in 
mind the limitations associated with the way we have assessed this as a covariate.  
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Interim Chapter - Summary of Stage Two Findings: The predictors of dieting and 
non-dieting behaviour 
 
This study set the scene for investigating the determinants of dieting and non-dieting 
approaches. Although some previous literature did exist, I sought to use grounded 
theory because no previous studies had directly compared and contrasted the 
determinants of dieting and non-dieting approaches. We therefore employed 
Straussian Grounded Theory to ground the model of determinants in the data 
collected from 21 participants. These respondents participated in semi-structured 
interviews face-to-face and over the phone designed to elicit themes concerning the 
determinants of dieting and non-dieting approaches. Several themes were elicited, 
including the focus of each approach (exclusively weight or health), attributions 
about dieting failure (external or internal), attitude towards established diets (positive 
or negative), personal autonomy (low or high), perceived knowledge and self-
efficacy with approach, time perspective, and perceived identity.  The constructs that 
emerged were compared with existing theory in the area and operationalised with 
reference to existing constructs. Further detail on which measures were chosen is 
provided in the mini-chapter preceding the quantitative study on the determinants of 
dieting and non-dieting approaches.  
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 Abstract  
 
Background 
 
Dieting has historically been the main behavioural treatment paradigm for 
overweight/obesity, although a non-dieting paradigm has more recently emerged 
based on the criticisms of the original dieting approach. There is a dearth of 
research contrasting why these approaches are adopted. To address this, we 
conducted a qualitative investigation into the determinants of dieting and non-
dieting approaches based on the perspectives and experiences of 
overweight/obese Australian adults. 
Methods 
Grounded theory was used inductively to generate a model of themes contrasting 
the determinants of dieting and non-dieting approaches based on the 
perspectives of 21 overweight/obese adults. Data was collected using semi-
structured interviews to elicit in-depth individual experiences and perspectives. 
Results 
Several categories emerged which distinguished between the adoption of a 
dieting or non-dieting approach. These categories included the focus of each 
approach (weight/image or lifestyle/health behaviours); internal or external 
attributions about dieting failure; attitudes towards established diets, and 
personal autonomy. Personal autonomy was also influenced by another category; 
the perceived knowledge and self-efficacy about each approach, with adults 
more likely to choose an approach they knew more about and were confident in 
implementing. The time perspective of change (short or long-term) and the 
perceived identity of the person (fat/dieter or healthy person) also emerged as 
determinants of dieting or non-dieting approaches respectively.   
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Conclusions 
 
The model of determinants elicited from this study assists in understanding why 
dieting and non-dieting approaches are adopted, from the perspectives and 
experiences of overweight/obese adults. Understanding this decision-making process 
can assist clinicians and public health researchers to design and tailor dieting and 
non-dieting interventions to population subgroups that have preferences and 
characteristics suitable for each approach.  
 
Keywords: diet; dieting; non-dieting; qualitative; grounded theory; overweight; 
obesity; adults; weight. 
 
Chapter 7: A qualitative study of the determinants of dieting and non-dieting approaches in overweight/obese 
Australian adults 193 
 
 Background  
 
The World Health Organisation has declared obesity as a global epidemic, 
predicting that there will be 2.3 billion overweight and over 700 million obese adults 
by 2015 [1]. Australia’s obesity rates are among the highest in the OECD and have 
steadily risen during the past 30 years [2], with 28.3% of adults obese and 35% 
overweight in 2011-12 [3]. Although excess weight increases the risk of type II 
diabetes, some cancers, cardiovascular diseases, asthma, gallbladder disease, 
osteoarthritis, and chronic back pain [4], these health risks can be reduced through 
modest weight loss and prevention of weight regain in overweight and obese adults 
[5].  
These well documented physical health consequences and the associated 
benefits of weight loss have provided impetus to public health approaches (at the 
population level) and clinical guidelines (at an individual level) which warn the 
general public of the health risks of overweight/obesity and promote healthy eating 
and physical activity as preventative strategies to lose weight [6,7]. Perhaps as a 
result, weight control efforts appear to be commonplace, with reports that a third 
[8,9] to two-thirds [10] of adults in Western populations are trying to lose weight or 
avoid weight gain. The literature described below reveals a tension in these 
approaches between the promotion of weight loss or the promotion of increased 
healthy behaviour change as an end in itself to manage overweight and obesity 
successfully and sustainably. 
Responses to public health approaches for overweight and obesity 
Despite the popularity of risk-based campaigns, knowledge of the health risks 
of excess weight does not appear to translate successfully to increased intentions, 
efforts, or success in losing weight [11,12]. Obese individuals also perceive that 
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these public health messages a) overemphasise the physical health risks associated 
with obesity while underemphasising the social (e.g., stigma) and psychological 
(e.g., distress) dimensions, b) focus too much on weight measurement and weight 
loss, c) neglect discussion of the day-to-day management of obesity-related 
comorbidities, d) avoid discussion of the risk behaviours which lead to obesity such 
as unhealthy eating and sedentary lifestyles, and e) do not convey information about 
the complex aetiology of obesity and thus the need for comprehensive solutions [6]. 
This absence of both aetiological information and the promotion of complex, 
evidence-based solutions was perceived by these participants to push obese 
individuals towards extreme, unproven, expensive, short-lived solutions which were 
ultimately perceived to be unable to improve health and wellbeing. The emphasis on 
personal responsibility encapsulated in these public health messages also appeared to 
produce guilt, blame, shame, and a feeling of failure in those who were obese [6].  
In qualitative studies, obese individuals have suggested that the focus of 
public health messages should shift from body mass index and weight to a broader 
focus on health and promotion of the benefits of a healthy lifestyle [6,13]. Large-
scale quantitative data complements this; a nationally representative sample of 
American adults recently indicated that obesity-related public health messages 
focused on healthy eating and multiple health behaviours were perceived most 
favourably [14]. Notably, messages were also perceived most positively when they 
did not mention the word ‘obesity’ at all and focused on making healthy behaviour 
change without mentioning weight loss. 
Clinical guidelines for treatment of overweight and obesity 
Public health approaches are complemented by evidence-based clinical 
guidelines for the management of adult obesity. Several of these guidelines [7, 15-
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 18] recommend multicomponent programs focusing on physical activity, dietary 
change, and behavioural components to lose weight or prevent weight gain/regain. In 
some guidelines [7], focusing on behaviour change and improved health appear to be 
framed as a means to an end (weight loss) rather than an end in itself. 
Treatment paradigms for overweight and obesity 
These tensions have ultimately resulted in the emergence of a new non-
dieting paradigm in the treatment of overweight/obesity, typically used by those in 
the eating disorders field [19]. Historically, the main behavioural treatment paradigm 
for weight loss used by professionals in the obesity field has been dieting [19], which 
can be defined as: “the intentional and sustained restriction of caloric intake for the 
purpose of reducing body weight or changing body shape” [20]. In hospital- and 
university-based settings, this paradigm takes the form of low- or very-low-calorie 
diets [21] and behavioural or cognitive-behavioural weight reduction strategies [22]. 
In the wider community, commercial weight loss programs and do-it-yourself diets 
are the dominant forms of this paradigm [23]. Unfortunately, there appears to be little 
support for the notion that dieting produces lasting weight loss or health benefits 
when attempted in isolation [24]. While moderate weight loss can be achieved in 
multicomponent programs [25], it is often regained over time, and some trials suffer 
from the lack of long-term follow-up required to document this weight regain [22]. 
Despite the equivocal support for this paradigm, diets appear to be popular with the 
general public, as recent data [10,26] suggests that approximately a third of adults 
may adopt what might be construed as a diet (liquid diet supplements, commercial 
weight loss programs, or special diets).  
During the 1990s, the dieting paradigm was criticised for its inability to 
achieve long-term weight loss [27,28]. Critics argued that the weight-centred 
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paradigm also contributed to food and body preoccupation, weight cycling, lower 
self-esteem, eating disorders, and weight stigmatisation [29-31]. An alternative non-
dieting paradigm emerged, focusing instead on body acceptance, health behaviours, 
and health outcomes, without a focus on weight loss [32]. Other tenets of this 
approach included eating intuitively (i.e., relying on internal cues indicating hunger 
and satiation), rather than dietary restriction [33], and enjoying physical activity in 
contrast to participating in structured exercise [32]. A 2011 review [32] of the six 
existing randomised controlled trials testing non-dieting approaches observed 
clinically and statistically significant improvements in blood pressure, blood lipids, 
physical activity, eating disorder pathology, mood, self-esteem, and body image. The 
authors also responded to concerns that the exclusion of weight control messages 
would lead to weight gain by noting that no weight gain resulted from any of the ten 
published non-dieting trials.  
Given that approximately 30-40% of weight-concerned adults [10, 26] report 
trying to manage weight using what may be construed as a diet (liquid diet 
supplements, commercial weight loss programs, or a special diet), non-dieting is 
potentially a prevalent alternative approach to weight management. There appear to 
be unresolved issues with the adoption of this paradigm though, including the lack of 
empirical evaluation for non-dieting approaches; misleading conclusions based on 
inadequate evidence about the harmful effects of dieting, weight cycling, and excess 
weight; the underemphasis on reducing medical risk, and the minimisation of the 
environmental aspects of weight regulation [19]. In addition, non-dieting studies 
have been conducted with mostly white, female, overweight and obese subjects with 
a history of chronic dieting or binge eating [34], limiting the generalisability of the 
results.     
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 There has been limited research contrasting why dieting and non-dieting 
approaches are adopted from the perspective of overweight/obese adults. Greater 
attention needs to be dedicated to non-dieting approaches [13], given that obese 
individuals prefer positive gain-framed health messages about lifestyle change rather 
than a focus on weight loss [6,13,35,36]. It is important to study these determinants 
not only to inform clinical practitioners and public health researchers about why each 
approach is taken, but to establish who may be best suited to different approaches 
[19]. In light of this, our research question was: What are the determinants of dieting 
and non-dieting approaches as described by overweight/obese adults? To ensure our 
model of these determinants was based on the experiences and perspectives of 
overweight/obese adults, we used grounded theory inductively to analyse data and 
generate the model. Our article therefore reports on this model of determinants. 
Methods 
 
Data collection 
Data collection was approved by QUT's University Human Research Ethics 
Committee, and overweight/obese adults were recruited through recruitment flyers at 
the university’s health clinics, snowball sampling, and a radio broadcast. Purposive 
sampling of overweight/obese adults was used as a recruitment strategy to provide 
rich and varied data relevant to the research question [37,38]. Before participating, 
respondents read a detailed participant information sheet and provided informed 
consent. Interviews were chosen to collect data because the topic was considered 
sensitive and interviews seemed to be a better format to elicit in-depth individual 
experiences and perceptions.  
Grounded theory [39] was used inductively to collect and analyse data. 
Emerging concepts were grounded in the data and the constant comparative method 
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was used to systematically look for similarities and differences between participants’ 
experiences. Data collection and analysis occurred simultaneously to allow us to 
sample theoretically based on incoming data. This incoming data indicated that 
strong negative attitudes towards dieting might encourage non-dieting approaches, so 
we interviewed one formerly overweight adult who explicitly rejected dieting 
approaches to better understand these determinants. We sampled theoretically from a 
local lifestyle change clinic towards the end of data collection when it became 
apparent that ‘lifestyle change’ was the term being used to denote non-dieting 
approaches. Two adults from the clinic who explicitly rejected dieting approaches 
were interviewed.  
The first author, a male PhD student, conducted all interviews between July 
2010 and January 2011 using a guided discussion format recommended by grounded 
theorists [40]. Interviews were conducted either in face-to-face format at the 
Brisbane-based university or by phone for adults who had heard the radio broadcast 
and wanted to participate but lived remotely. Interviews began by asking participants 
about: a) their experiences with being overweight and losing weight; b) the meaning 
of weight; c) the meaning of food and exercise to them; and d) the impact (if any) 
their weight had on their self-identity and well-being. These domains were used as a 
“start list” [41] to segment the data into rationally derived domains, which were 
amended to more adequately reflect emerging concepts as data collection continued. 
In total, 21 interviews were conducted, ranging in duration from 40 minutes to 2 
hours and 30 minutes. Interviews were transcribed verbatim by the first author, and 
transcripts were not linked with participant consent forms to ensure anonymity. Data 
collection continued until no new relevant themes appeared to be emerging.  
Participants 
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 Inclusion criteria included a body mass index (BMI) above 25, and aged 
between 20 and 70. Exclusion criteria included a current pregnancy and any self-
reported severe mental health problems (e.g., schizophrenia, severe depression, or 
diagnosed personality disorders). Six males and 15 females participated, and ages 
ranged from 24-69 years with a mean of 46.3 (SD = 12.87). Body mass index ranged 
from 24-50, with one adult previously overweight (BMI 24); five currently 
overweight (BMI 25-29.9); five class I obese (BMI 30-34.9); five class II obese 
(BMI 35-39.9), and five class III obese (BMI ≥40). Eight participants had completed 
postgraduate education; nine had completed undergraduate studies; three had 
completed technical and further education (TAFE), and one had completed high 
school. Ten adults dropped out of the study prior to being interviewed: several were 
unresponsive to emails, one thought help was being offered, one was instructed to 
call by another person and did not return the consent form, and one decided that they 
felt uncomfortable talking about the topic after initially indicating interest in 
participating.  
Data analysis 
 Consistent with recommendations [40], data analysis and the writing of 
memos began after the first interview. During the interview phase, the first author 
began to open code the data into higher- and lower-order concepts, delineating the 
properties and dimensions of each concept. NVivo 8.0 Qualitative Data Analysis [42] 
was used to organise themes. Axial coding related concepts to each other and 
diagrams were drawn to indicate the influences between each of the concepts and 
visualise the initial model. Selective coding was used to integrate the developed 
categories and identify the core variable. Codes and themes were triangulated 
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between the first, second, and third authors to enhance the validity of open, axial, and 
selective coding phases. 
Results  
Several categories emerged from the data, with the variation in these categories 
determining which approach adults followed. Dieting, as described by several adults, 
involved following either an established diet (e.g., Israeli Army Diet or Air Hostess 
Diet), a commercial weight loss program (e.g., Weight Watchers or Jenny Craig), or 
liquid diet supplements (e.g., Tony Ferguson) to lose weight and become slimmer. In 
contrast, the non-dieting approach was popularly termed ‘lifestyle change’ by several 
adults, and referred to a self-imposed approach primarily focused on increasing 
quality of life and longevity by adopting a healthier lifestyle, without following an 
established diet. There was overlap to some degree as non-dieters sometimes 
identified weight loss as a secondary goal. Emerging categories which determined 
dieting and non-dieting attempts included the focus of each approach; attributions 
about dieting failure; attitudes towards established diets; personal autonomy; 
perceived knowledge and self-efficacy with an approach; the time perspective of 
change (e.g., short or long-term), and the perceived identity of the person. Each 
determinant contributed towards the decision to diet or not diet and this decision was 
often reinforced by experiences with the approach (see Figure 1). These determinants 
will be discussed in turn, and will be illustrated with quotes which attempt to capture 
the richness and meaning of this concept. Participants’ identification code, gender, 
and age are displayed in brackets after these quotes. 
Insert Figure 4.1 here 
Focus of approach 
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 The focus of each approach differentiated between dieting and non-dieting 
approaches for four adults. This category ranged along a continuum from a focus 
almost exclusively on losing weight and body image (determining a dieting attempt) 
to a broader focus on a healthier lifestyle and integrating health behaviours into daily 
life (determining a non-dieting approach). Most adults who decided to diet primarily 
expected weight loss and success in this area reinforced the decision to continue 
dieting. In contrast, increased quality of life and longevity through gains in physical 
health were the primary outcomes expected and/or reported on by non-dieting adults, 
reinforcing the decision to not diet. While weight loss in this approach was still 
viewed as desirable, it was secondary to lifestyle concerns and seen as a by-product 
of a healthy lifestyle.  
These contrasting motivations were explained by dieters who had transitioned 
to non-dieting approaches. Initially when dieting, decisions were sometimes based 
around how much weight would be lost, in contrast with measuring how much 
healthier a choice might be. Dieting approaches sometimes overemphasised weight 
and underemphasised health:  
“Weight loss (was my first attempt to change) like I was living to lose weight 
and the choices I was making were not ‘I want to lead a healthier life, I want to 
change my life and my lifestyle’. Or at least recognising that to be a healthier weight, 
to be physiologically healthier and a better weight for my back and all those sorts of 
things, I wasn’t acknowledging those sorts of things. Previously it was: ‘I want to be 
thinner’.” [Participant 4 – Female – 35] 
In the middle of this continuum, diets were contrasted with lifestyle change, 
but weight loss was still a focus of the approach:  
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“I don’t think it is diet I think it is a lifestyle change. I think if you are happy 
within yourself and you have got a full life, that weight loss will come all so 
naturally as well, it has for me” [Participant 13 – Female – 41] 
Dieting appeared to be strongly associated with losing weight, and needing to 
lose weight was sometimes based on image for a certain event rather than for health 
reasons. Decisions to diet were reinforced by previous weight loss success through 
following this approach:  
“It (dieting) certainly taught me how to lose weight if I needed to and I was 
able to put that to good use before I got married and stuff... nobody wants a fat 
bride...” [Participant 1 – Female – 51] 
A desire to balance quality of life in different life domains (e.g., relationships 
& physical health), accompanied by resignations that weight loss might be more 
difficult, contributed to the decision to follow a non-dieting approach. One example 
of this was the reluctance to compromise on dinner dates with family and friends: 
“I definitely like to go out for dinner a couple of times a week. That’s part of 
my relationship with my friends and my husband so I’m not prepared to just never 
eat out. So whatever weight I can get to without sacrificing those things, fine.” 
[Participant 4 – Female – 35] 
The decision to adopt a non-dieting approach was also motivated by a desire 
to focus on slowly integrating health behaviours into one’s lifestyle. More clarity on 
the subtle nuances between dieting and non-dieting approaches assisted this 
integration: 
“I think focusing on weight is the fool’s errand, because what, really, it can’t 
be the measure, because what does a lower number on a scale really give you? It 
doesn’t give you anything in my mind. What gives you something is being healthier 
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 and part of the eating better.... like now for me I’ve taken up running heaven help 
me, and if I’m not eating the right things I can’t run well.” [Participant 4 – Female – 
35]  
Attributions about dieting failure 
 Attributions about dieting failure also emerged as a category which appeared 
to differentiate between dieting and non-dieting approaches for some adults. Some 
dieters internalised failure and emphasised the importance of persisting in the face of 
letdowns, an attitude which contributed to successive dieting attempts. Persistence 
appeared to be a natural response to failure: 
 “At the time (after a failed weight loss attempt) I feel like a failure, but I also 
know that you don’t fail until you give up. And if I am 99 before I bloody get to my 
goal weight I am not going to give up.” [Participant 7 – Female – 48] 
  Failures were sometimes attributed to laziness and poor self-discipline and 
were discussed in terms of personal responsibility. A disciplined approach to 
restriction was seen as preventing laziness and overconsumption: 
 “I couldn’t maintain the discipline to stay hungry…when I needed to be 
hungry to lose weight… well 6 sessions over 3 months and no net weight loss so I 
didn’t go back to see her so yeah there needed to be a lot of discipline… and if you 
don’t feel like being strict with yourself about the quantities of food you end up 
being lazy and eating more… I did I should take responsibility for that, I did.” 
[Participant 3 – Female – 56] 
 In contrast, when others reflected on dieting attempts, some of the failure was 
attributed to the diets they had been trying. Some participants became sceptical about 
the value of diets and resolved to adopt a non-dieting approach in light of their 
failures. A strong association between dieting, fatness, and negative emotions was 
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formed which appeared to contribute towards a critical appraisal of their dieting 
history and thus an external attribution. In formulating a new approach, participants 
contrasted this dieting mentality with the behaviour and lifestyle of a healthy person:  
 “Well I think if you are the diet queen... if this is what dieting does to me then 
I don’t think it works... here I was 100kgs and fat and miserable and I was just 
always on diets, so I thought, well, maybe it’s just not me that’s the problem, maybe 
it is the diets as well. So instead of just taking complete ownership that I was a 
failure and that I was weak and couldn’t stick at things I decided to really analyse the 
way I chose to do it. And that’s when I realised that maybe that was also the thing 
that was also the big problem, that the dieting was not helping me at all, and that’s 
when I started having that shift in my subconscious and I think a lot of the time it is 
the mindset that changes things for you, at the end of the day... I wasn’t going to 
continue doing it that way I thought, well how do normal, healthy people live?... And 
started trying to implement it that way instead.” [Participant 12 – Female – 55] 
Attitudes towards established diets 
 This category ranged from trust to distrust which appeared to determine non-
dieting and dieting approaches respectively for some adults. Trust in established diets 
was demonstrated by a belief in their efficacy and hope in finding a sustainable diet, 
regardless of the numerous diets on offer and contradictions in the industry:  
“And this is also crazy, you know there are so many diets out there, and they 
all contradict each other. Quite often I go into tears and my head spins... and the 
thing is everything works, every diet works, but you have to choose what works for 
you, what is sustainable for you, what you can have in your life. Atkins works and if 
you read the books they say that it was actually created for his heart patients, and yet 
you would think eating all bacon and stuff like that would kill you, but cholesterol 
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 lowers and weight lowers and everything else lowers, and that works but that is 
totally out of whack with what Weight Watchers says, and that is totally different to 
what Tom Dick and Harry say, but they all work.” [Participant 7 – Female – 48] 
Other adults acknowledged their scepticism about established diets, based 
sometimes on conclusions about the commercial motives of the dieting industry and 
observance of repeated failure in other people attempting these diets. This attitude 
led to rethinking dieting attempts and adopting what was perceived as a more 
sustainable, non-dieting approach:  
 “All the diets out there I think give you only half the information because 
they make their money from you not achieving. So once you understand that that is 
the commercial world that you live in, I know people who have done those diets, 
they have lost weight, they have put it on, lost it, and put it all back on again. I 
probably know 6 people personally that that is what they have gone through. And I 
didn’t want to put in all the effort of losing the weight only to turn around and put it 
all back on once we are married sort of thing.” [Participant 10 – Female – 37] 
 Lodged between these two perspectives were adults who affirmed the 
philosophy of non-dieting approaches (e.g., enjoying lifestyle behaviours) but also 
believed in the efficacy of diets and continued dieting. This was despite an 
acknowledgement that diets were not the answer to sustained weight loss: 
“I know a lot of people go on about how they are on a diet, and once they lose 
the weight they will be right. But it’s not like that it needs to be an entire lifestyle 
change (to sustain weight loss), and you need to fall in love with the healthier 
lifestyle change so it’s not an effort it needs to be just what you want to do. And that 
is it pretty much.” [Participant 7 – Female – 48]  
Personal autonomy 
206Chapter 6: A qualitative study of the determinants of dieting and non-dieting approaches in overweight/obese Australian adults 
 
207 
 
 The personal autonomy surrounding the decision to diet or not diet also 
appeared to influence which approach would be taken. At one end of the spectrum, 
some adults who decided to diet described the influence of others in this decision. In 
the following example, multiple dieting attempts were attributed to socialisation into 
this approach at a young age. Weight was considered a multi-generational issue in 
the family, and despite negative experiences and counterintuitive results (e.g., weight 
gain) initially, early exposure was viewed as the trigger for successive dieting 
attempts. Weight loss formed a strong association with success, worthiness, and 
acceptance within the family circle:  
 “My mother, who had weight issues of her own, dragged me along to Weight 
Watchers for the first time. But of course I didn’t really want to go so, rather than 
losing weight, I actually gained it. But that sort of started the diet yo-yo thing. And 
you name the diet I have done it. My parents are highly highly critical and they only 
ever complimented me about 3 years ago on one thing I have ever done, and I feel 
that everything I have ever done, my weight is my only thing that I haven’t 
succeeded in in every aspect of my life and I feel as if everything I do I am out to 
prove to them that I am ok, that I am worthy.” [Participant 7 – Female – 48] 
In other situations, adults appeared to adopt diets based on more innocuous 
influences from others. For instance, professional training environments provided 
one opportunity for adults to be influenced to diet by credible people: 
“And the person in charge of that (food preparation area use used by nurses in 
training) encouraged us to put ourselves on diets if we thought we needed it so I lost 
quite a bit of weight in there.” [Participant 11 – Female – 66] 
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 Diets were also adopted based on observations and the reports of friends. 
These diets would be followed if friends had good success with losing weight on the 
diet: 
“I chose this diet because two friends had enormous success; they lost an 
enormous amount of weight.” [Participant 8 – Female – 61] 
Diets were also followed in order to comply with the advice of health 
professionals. These diets appeared to be focused on losing weight in a short period 
of time and careful self-monitoring of food intake:  
 “And going to a dietician and trying really hard for a week or two on this diet 
and I think I lost a half a kilo or so and getting in trouble because I hadn’t lost more 
like being told off by this dietician because I hadn’t lost more and you know she was 
having me count the carrots that I ate and things like that...” [Participant 16 – Female 
– 38] 
Dieters appeared to be more susceptible to follow the recommendations of 
others than non-dieters in order to gain social approval, based on the perceived 
acceptability of losing weight and having a certain body shape. This was despite 
opinions from others disconfirming this perception:  
“Even though people have said it doesn’t matter to them, I feel like I would 
be more likeable, more attractive to people as a general rule. I still think that people 
think of fat people as being unhealthy, lazy, people, so definitely if I can be slimmer 
then people would think I would be more healthy as a person, more motivated.” 
[Participant 13 – Female – 25] 
In contrast, non-dieters, while still influenced by others to make changes, 
sometimes appeared to be more independent in deciding which approach they would 
choose. On occasions, this occurred after firm words from significant others:  
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 “She (wife) just gave up at one point and said listen, you must do what you 
want to do, and I will just live with regret of what could have been. They were her 
very words I remember them very well: ‘so I will just live with the regret of what 
could have been a very long and happy life together’. That was one of those things 
that sort of contributed to me deciding to make changes.” [Participant 19 – Male – 
51] 
It was also expressed adamantly that a healthy lifestyle was not the default 
option in the surrounding environment. Instead, a non-dieting approach focused on a 
healthy lifestyle was emphasised as a clear, conscious, and individual decision that a 
person needed to make:  
 “The healthy lifestyle doesn’t happen, our environment, our default position 
is not a healthy lifestyle. You have to make a clear conscious decision and a very 
conscious choice to do it and you have got to take action to actually implement it. If 
you just go with the flow and eat what is put in front of you and what people 
generally eat in the takeaway culture and the lack of exercise culture and getting in 
your car to get to work, the default decision is not to be healthy. It’s a conscious 
choice and an individual choice, not a choice the government or your wife or family 
can make for you; it is something you have to make for yourself.” [Participant 19 – 
Male – 51] 
Perceived knowledge and self-efficacy with approach 
 Knowledge of alternative approaches to dieting also appeared to determine 
which approach adults would take. Adults who didn’t seem to feel knowledgeable 
and confident in their ability to make their own eating plans preferred to rely on 
dieting plans that had previously worked for them: 
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 “Just the diet plans, what they sort of say is a strategic plan. The other 
strategies work for me, I don’t think I have the knowledge yet to really plan for 
myself, but after I have been doing it for a while I will be able to plan.” [Participant 
14 – Female – 25] 
 Other adults cited their earlier naivety in believing in shortcuts and confusion 
from absorbing copious amounts of information. This time was eventually seen to 
pay off through the knowledge and confidence gleaned from these experiences with 
dieting. This knowledge and confidence seemed to provide the foundation for 
adopting a non-dieting approach:  
“I wanted to find shortcuts which don’t exist (in following diets). I have 
suffered from information fatigue and it gets very confusing. I found what was of 
value after 4 years and I think I have come to a core of knowledge as one learns more 
but it has certainly served me well. The changes were very simple, I didn’t know 
how to exercise or eat healthy. I confused rigorous exercise with physical activity 
which is not the same thing and I confused dieting with healthy eating so the 
approach I basically took in this was to make small changes, don’t try to be too 
dramatic about it, just do what the dietician basically tells you and the doctor tells 
you, and the heart presentation guidelines and stuff, but just do it, and be consistent. 
So I didn’t go on a diet, I just started making those slow, healthy choices, and started 
becoming physically more active, slowly but certainly.” [Participant 19 – Male – 51] 
Time perspective 
Perceptions of how long behaviour changes would last for also looked to 
contribute towards the type of approach adults would select. Some adults suggested 
that diets were chosen with a short-term perspective in mind and viewed as a finite 
process. Decisions to diet could be reinforced by rapid weight loss, accompanied by 
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the hope that weight would never be put on once reaching a goal weight. Holidays 
were viewed as a slight interruption to weight loss maintenance:  
“Dropping weight and seeing it come off quickly would inspire me to keep 
going on the diet and get the goal weight. I would hope that after I reach the goal 
weight I would never put the weight on again. I would expect to put a couple of kilos 
on when I go on holiday, but then having succeeded, I would hope to jump back into 
the program and lose those couple of kilos that I had put on.” [Participant 8 – Female 
– 61] 
In the middle of this continuum between short- and long-term perspectives 
were participants who, while lowering their expectations of weight loss and phrasing 
their approach as lifestyle change, suggested that this change had happened 
overnight: 
“Instead of expecting great loss every week I am going to be happy with the 
500g or up to 2kgs or whatever. So the weight loss is slower for me but not so much 
the lifestyle change because that happened overnight pretty much after going to the 
Weight Watchers, and that happened I was like nup (no) I’ve got to make a change 
so that happened pretty much within 24 hours, so it seems like it’s a lot slower this 
time.” [Participant 14 – F – 25] 
In contrast, non-dieting approaches appeared to be adopted for an indefinite 
period of time and were depicted by some adults as a continuous process of changing 
and improving patterns of eating and physical activity to increase quality of life and 
longevity. Deciding to follow a non-dieting approach seemed to be reinforced by 
improvements in physical functioning (e.g., easier to climb the stairs) and quality of 
life (e.g., less back pain). Some participants emphasised reduction rather than 
abstinence and began this process by estimating how much restriction they would be 
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 prepared to subject themselves to. This was accompanied by an understanding and 
appreciation that weight gain would result after periods of unsustainable restriction 
had ended: 
“I didn’t immediately go along and say well I’m going to cut everything out, I 
went ok, and I still believe I’m only going to reduce anything, I don’t believe in low-
calorie diets and all the ultra-low-calorie stuff because I’m not prepared to do 
anything to lose weight that I’m not prepared to do to maintain it, because there is no 
point in getting there. If I’ve got to go, if I’ve gotta be really stringent in a way that 
I’m not prepared to live in an ongoing way for the rest of my life then what’s the 
point in doing that to get to the weight at which I can’t maintain or I am not prepared 
to live the lifestyle to maintain?” [Participant 4 – Female – 35] 
Notably, when some adults were asked about the concept of lifestyle change 
this elicited negative reactions, due to its association with commercial weight loss 
programs and observing others who used the term but did not seem to change in the 
long-term. Everyday actions were perceived to speak louder than words: 
“I think conceptually a lifestyle choice is an excellent thing, you make a 
choice to change your lifestyle. I just reacted badly to it, because of the number of 
times I have heard it bandied around by people who stuck it. I just think the idea of a 
lifestyle choice, it is a one and done thing, I make the choice to change my lifestyle, 
and then forevermore, I will eat healthy and be active. I don’t think it works like that, 
I think it is a continual choice, it is an everyday choice, it is a busy at work but I am 
going to go the gym choice. It’s I am feeling peckish, but I am having the better of 
the two options. I don’t think it is... I guess my issue with the lifestyle choice is that 
it is a one and done thing. It doesn’t allow for the fact that you have to continually 
choose that lifestyle every day.” [Participant 21 – Male – 31]   
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Perceived identity 
 Adults’ perceived identities also seemed to indicate whether they would 
choose a dieting or non-dieting approach. This category varied from a perceived 
identity as a ‘fat’ person, ‘overweight’ person, or ‘dieter’, to identifying oneself as a 
‘healthy person’. A transition from dieting to non-dieting approaches was 
accompanied by this shift in identity and the use of different labels. This was 
emphasised by some as a change that happened immediately, with the new identity 
serving as a reminder of the food-related choices which were appropriate for a 
‘healthy person’ to make: 
“You know everyone has a title for themselves in life, I am this and I am that, 
and I was a dieter, whereas I changed in that day and said no I am a healthy person, 
and it is like a mantra for me, and if you think and act like a healthy person you will 
become one. So anytime I say to people if you ever thinking well should I eat this or 
should I do this ask yourself well what would a healthy person do? I mean a healthy 
person would occasionally eat chocolate and takeaway but they would not have it as 
part of their routine. I eat healthy, I try and be as active as I can, and I have a 
mentality that says that I am a healthy person so whatever I do I make the decisions 
on being that. I am not a fat person I am not a overweight person, I am not a dieter; I 
am a healthy person and I live that in that scenario.” [Participant 12 – Female – 55] 
For some dieters, moving along this identity continuum away from being a 
‘fat’ person was perceived as difficult given that they were protected by and familiar 
with their existing identity. This perception of protectiveness was for some based on 
protecting their marriage, after observing others who, when losing weight, had 
apparently encountered difficulty in their marriages. The vulnerability associated 
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 with losing weight and being thin also appeared to be a barrier to this transition in 
identity:  
“And I have known a number of women who have lost a lot of weight and 
their husbands couldn't deal with it and their marriages have broken up. And of 
course as you lose the weight you become more vulnerable because people see you, 
you lose the fat identity and they see you for who you really are, and that is scary. It 
can be scary. Because it is almost as if you are walking around without any clothes 
on. It's just that protection of while I am a fat person that's what I am known as.” 
[Participant 7 – Female – 48] 
Other adults noted that beliefs about their changing identity were influenced 
by how other people treated them at different weights. Adjusting from a self-concept 
described as 'overweight' and 'a bit fat' to 'normal sized' was unfamiliar and perceived 
as difficult to achieve: 
“Yes. Certainly my perception is people will treat you differently at different 
weights. I think when you are obese you are both more visible and less visible and 
invisible. And so I think those things translate to self-concept stuff and identity stuff. 
I think that is my key issue now, identity stuff... and I think that’s why I’m struggling 
with the last 10 kilos... because it’s going from someone who is still overweight, and 
still a bit fat, to normal sized, and that’s not a concept I have of myself as being 
normal sized. It’s a threshold I’m having trouble jumping over.” [Participant 4 – 
Female – 35]  
Discussion  
Participants in this study expressed clear distinctions between the 
determinants of dieting and non-dieting approaches. Determinants which emerged as 
themes included the focus of each approach (weight/image or lifestyle/health 
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behaviours); attributions about dieting failure (internal or external); attitudes towards 
established diets (trusting or distrusting); personal autonomy (low or high); perceived 
knowledge and self-efficacy with approach (low or high); the time perspective of 
change (short- or long-term), and the perceived identity of the person (fat/dieter or 
healthy person).   
The focus of approach differentiated between dieters and non-dieters, and 
ranged from a focus predominantly on losing weight and body image to a broader 
focus on health and integrating health behaviours into one’s lifestyle to increase 
quality of life and longevity. This is consistent with the results of other studies. For 
example, another qualitative study [43] suggested that the identification of health as a 
motivator for weight loss proceeded from a more functional understanding of health, 
wherein health was seen as a means to an end to fulfil various social roles and live a 
long and meaningful life. Health was viewed not in terms of weight but more for its 
ability to achieve outcomes (e.g., run up stairs or attend work). In contrast, the 
aesthetic ideal described by the author conflated thinness and a normal weight with 
health, and may indicate why some adults in our study were overly concerned about 
these dimensions. A grounded theory study of bloggers on the Fatosphere, an online 
fat acceptance community [44], also documented a transition from one focus (weight 
loss and thin ideal) to another (broader focus on indicators of health and well-being) 
as participants embraced the concept of fat acceptance. Our findings support this 
existing literature by indicating that this thin ideal precipitates a dieting attempt to 
lose weight, while the broader focus on health and well-being leads to a non-dieting 
approached focused more on integrating health behaviours into one’s lifestyle.  
Attributions for dieting failure also varied between adults, ranging from 
internalising dieting failure, which may have motivated some participants’ attempts 
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 to persist with diets, to externalising dieting failure, which may have led others to 
question the effectiveness of diets and adopt a non-dieting approach. Rather than 
blaming dieting websites for inaccurate or misleading information, some obese adults 
may blame themselves for not applying dieting information correctly [45]. This 
internalisation of dieting failure might result from an overemphasis on the health 
consequences of ‘being fat’ and the accompanying messages of personal 
responsibility [6], or through moral frameworks provided and perpetuated by diet 
group leaders and fellow dieters which assign blame and culpability to explain eating 
behaviours [46]. Feelings of personal failure are also particularly prominent when 
other friends and family members have had success on commercial diets [35], which 
the authors noted may reinforce a sense of personal failure. Our findings add to these 
by that showing that the sense of personal failure may reinforce a dieting attempt so 
adults are seen as persistent, disciplined, and eventually a successful adherer. We 
also found that an extended and isolated consideration of this failure with diets can 
precede adopting a non-dieting approach, which complements the grounded theory 
[44] suggesting that exposure to fat acceptance materials and challenging the 
dominant discourse can assist adults in adopting non-dieting tenets. 
Attitudes towards established diets appeared to influence whether adults 
would adopt dieting or non-dieting approaches. These attitudes ranged from trusting 
and consequently persevering with diets to distrustful and consequently disengaging. 
Although obese individuals describe feeling exploited by weight loss companies, 
they feel there is little alternative as other long-term support is perceived to be 
unavailable [13,35,44]. Ineffective diets are sometimes adhered to because of 
ongoing support rather than the effectiveness of the diet itself [35]. Our findings add 
to these by indicating that belief in the efficacy of these diets and the hope of finding 
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a sustainable diet continue to reinforce dieting attempts. In contrast, we found that 
questioning claims and motives of the dieting industry in the face of a viable 
alternative led to a non-dieting approach, and have noted identical attitudes in 
overweight/obese adults blogging on the Fatosphere fat-acceptance community [44]. 
Notably, this community can also provide support and solidarity for obese 
individuals who feel stigmatised and socially unaccepted in the wider community 
[45]. As an example, this support and solidarity might be important for dieters who 
wish to stop dieting but know of no other options, and non-dieters who wish to find 
support and acceptance for choosing to focus mainly on health instead of primarily 
dieting and weight loss. 
More autonomous adults appeared to select non-dieting attempts while those 
influenced by others chose established diets. Obese adults have reported being 
introduced to diets by their social network, including family, friends, and work 
colleagues [35]. Adults in this study reported feeling accepted when participating in 
diet groups, with weight loss success stories of others giving them a sense of hope 
and encouraging them to diet. Similar to other studies [47], we found that some 
adults also engaged in weight loss attempts through dieting to prove to family 
members that they were worthy and acceptable, based on the moral standards held by 
others about the unacceptability of being fat. Non-dieting adults did not describe 
other individuals or groups influencing their choice of approach, but recent 
qualitative research suggests their experiences may be the exception rather than the 
rule [44]. Bloggers on the Fatosphere fat acceptance community have said it is a 
“revelation” that there is a community of people (the Fatosphere) that believe: a) 
fatness is not a personal failing, b) that dieting does more harm than good, and c) that 
being thin is not a requirement for living a happy and fulfilling life [44]. The authors 
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 also noted that the long-term body rejection and intolerance experienced can initially 
lead to a rejection of non-dieting concepts, which for one participant eventually took 
more than a decade to consider. Our findings add to these by suggesting that the lack 
of conformity to social networks (particularly dieting circles) makes some adults well 
suited to non-dieting approaches, and may be a stepping stone for others on their way 
to adopting a non-dieting approach. These findings are also consistent with the 
distinction between autonomous and controlled motivations encapsulated within the 
basic psychological need of autonomy originating from Self-Determination Theory 
[48]. In the context of the theory, autonomy refers to an individual’s desire to 
organise their own experience and behaviour in accordance with their integrated 
sense of self [49].  
The personal knowledge and self-efficacy with making lifestyle changes 
gleaned from past dieting experiences contributed towards making an independent 
decision to adopt a non-dieting approach. More knowledge and self-efficacy 
contributed to the decision to adopt a non-dieting paradigm, while adults who were 
not confident about their ability to make their own plan preferred to rely on 
established dieting plans. Unfortunately, these diets are sometimes not seen as one 
component of a comprehensive weight loss strategy involving exercising or physical 
activity [44]. The authors argued that people living with obesity have been ‘socially 
conditioned’ to turn to diets as a remedy against obesity, and other qualitative 
accounts indicating that diets are an ineffective but inevitable process [47] would 
seem to support this. In contrast, fat acceptance is a concept that is “stumbled” across 
[44]. Collectively these studies suggest that there may be a lack of perceived 
alternatives to the dieting approach. Our findings add to this literature by indicating 
that knowledge and self-efficacy with implementing an alternative non-dieting 
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paradigm is one determinant of adopting this approach. These findings correspond to 
perceived self-efficacy (someone’s belief they can attain the goals they set for 
themselves), originating from Bandura’s Social Cognitive Theory [50].  
The time perspective adults held also influenced whether they would choose a 
dieting (short-term perspective) or non-dieting (long-term) approach. The short-term 
perspective is evident in previous qualitative studies wherein dieting is viewed by 
obese adults as an effective way to lose weight in spite of the recognition that diets 
did not result in sustained weight loss over time [44]. Female weight loss maintainers 
also noted experiencing a shift in their perceptions about the timeline of health 
behaviour change, which transitioned from a finite short-term diet mentality towards 
an ongoing long-term lifestyle change as learning occurred over time [51]. Our 
findings indicate that these time perspectives can be explicitly adopted at the outset 
of an attempt to change, which can consequently determine the adoption of a dieting 
or non-dieting approach. Adults who begin with a long-term perspective and a strong 
emphasis on sustainability may therefore be good candidates for a non-dieting 
approach.  
An identity as a ‘dieter’ or ‘fat’ person also seemed to be associated with the 
choice to diet, while seeing oneself as a ‘healthy’ person appeared to precede non-
dieting approaches. Constant weight loss pressures can lead to an identity dominated 
by body hatred, inability to lose weight, and an obsession with weight loss solutions 
[44]. The authors theorised that transitioning to fat acceptance from this state 
involved a process of self-negotiation. Outcomes of this approach included a 
redefinition of self and the meaning of fatness, accompanied by a fear of letting go of 
the thin ideal. To add support to this recently developed theory, we also found that a 
process of accepting the self and forming a new dominant identity (that of a healthy 
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 person) may have preceded the adoption of a non-dieting approach in some 
overweight/obese adults. In some adults in our study, there was also a struggle in this 
transition due to the uncertainty involved with the “new self” and the fear of letting 
go of the “old self”, an identity that was protective and familiar. One participant 
suggested that this “fat” identity, which was unattractive to others, protected their 
marriage, citing several women who lost a significant amount of weight and 
separated from their husbands who could not adjust to this change. Other previous 
studies have also suggested that some overweight/obese adults redefine themselves 
as normal-weight people [52] and healthier people, after experiencing sustained 
behaviour change in the longer term [51]. Our findings suggest that for some adults, 
this redefinition may also take place prior to lifestyle change or significant weight 
being lost and may precede a non-dieting approach.  
Several limitations are present in this study. Firstly, participant self-selection 
biases our study due to an underrepresentation of less educated, male, and 
overweight perspectives. Secondly, the qualitative methodology and aforementioned 
sampling procedure preclude making any generalizable statements about the 
determinants of dieting and non-dieting approaches. Future research could use 
quantitative methods to investigate these concepts and their relationship with 
dieting/non-dieting approaches in a larger sample to confirm these relationships. 
Despite this, our research has several strengths. Firstly, the grounded theory 
approach ensured the concepts arising from our data were grounded in the 
perspectives of overweight/obese adults. Secondly, the contrasting determinants of 
dieting and non-dieting approaches have been relatively unexamined and these 
findings will assist in understanding who may be best suited to each type of 
approach. Lastly, the methodology used precluded any apriori assumptions being 
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made about participant experiences, which allows this study to contribute to the 
growing body of literature giving overweight/obese adults a voice in the treatment of 
overweight/obesity. Interested readers are referred to two recent qualitative syntheses 
on weight management [36,53] which capture much of this literature.   
The theory emerging from our data suggests that the decision to adopt a 
dieting or non-dieting approach might depend on several intra- and interpersonal 
characteristics, including motivational, attitudinal, attributional, autonomous, self-
efficacy, time-perspective, and identity-related characteristics. These characteristics 
all have implications for the framing and subsequent interpretation of public health 
messages. We suggest that public health messages may point overweight and obese 
adults in the direction of weight-focused, dieting approaches if they: a) explicitly 
mention weight and emphasise healthy lifestyle behaviours as a means to weight 
loss, b) overemphasise moral dimensions, personal responsibility and discipline, c) 
promote the efficacy of established diets, d) encourage reliance on established 
programs and significant others without encouraging independent and critical 
thinking about tailoring treatment, e) Promote short-term efforts and goals, and f) 
distinguish subtly between normal weight and overweight/obese adults in ways that 
favour normal weight population subgroups.  
 In contrast, the promotion of non-dieting approaches might stem from public 
health messages which: a) focus on the multidimensional aspects of health and 
lifestyle factors rather than weight alone, b) avoid moral discourses and an 
overemphasis on personal responsibility and discipline, c) empower 
overweight/obese adults by encouraging information seeking and critical evaluation 
of different treatment approaches, d) place an emphasis on small, long-term changes, 
and e) promote healthiness as a trait available to everyone. Public health policy and 
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 practice might then focus on delivering consistent messages which reinforce the 
adoption of one approach over another.  
Conclusions  
 
The model of determinants elicited from this study assists in understanding, from the 
perspectives and experiences of overweight/obese adults, why dieting and non-
dieting approaches are adopted. Both approaches are adopted for contrasting reasons 
which sometimes overlap (i.e., non-dieters still mention weight as a focus of the 
approach). Understanding the determinants of each approach will assist clinicians 
and public health researchers to: a) appreciate why approaches are chosen, b) 
consider who may be best suited to each approach, and c) encourage adults to adopt 
one approach instead of the other.  
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Figure 6.1. Determinants of decision to adopt dieting or non-dieting approaches 
Determinants 
- Focus of approach 
- Attributions about dieting failure 
- Attitude towards established diets 
- Personal autonomy 
- Perceived knowledge and self-
efficacy with approach  
- Time perspective 
- Perceived identity 
 
Decision point 
Dieting 
Non-dieting 
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 Stage two of research: Determinants of dieting and non-dieting approaches 
 
The final stage of this research operationalised the constructs from study 3 with 
reference to existing constructs in this field of research. Using a prospective design, I 
then proceeded to collect data on the predictors of each behaviour at baseline with a 
time 2 follow-up of dieting and non-dieting behaviour collected four weeks later. All 
data were collected online and were self-reported by participants. A standard 
definition of dieting was used based on the definition offered by the National Task 
Force on the Prevention and Treatment of Obesity (NTFPTO, 2000). Table 1.1 lists 
the constructs elicited from the qualitative study and the variables which were chosen 
to represent these constructs in the quantitative stage of investigation. 
Table 1.1. 
Qualitative and quantitative constructs 
Focus of approach (weight vs. health and 
lifestyle) 
Weight control beliefs questionnaire 
(Laliberte et al., 2007) 
BCWeight subscale (for weight) 
BCLifestyle subscale (for health and 
lifestyle) 
Attributions about dieting failure 
 
1-item measure assessing whether failure 
to adhere to diet individual fault or diet’s 
fault 
Attitude towards established diets Attitudes as per theory of planned 
behaviour 
Personal autonomy Subjective norms as per theory of 
planned behaviour 
Perceived knowledge and self-efficacy Self-efficacy items as per theory of 
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with approach planned behaviour 
Time perspective Non-planning subscale of Barratt 
Impulsiveness Scale short form 
(Spinella, 2007) 
Perceived identity Identity constructs as per theory of 
planned behaviour 
 
Overall, findings from this study partially supported the application of 
constructs elicited from the qualitative study. BCWeight and BCLifestyle did not 
predict dieting and non-dieting intentions respectively, although BCWeight was a 
significant predictor of dieting intention in men only (β = .082, p = .036) while 
BCLifestyle significantly predicted non-dieting in females (β = .147, p = .015) and 
overweight/obese adults (β = .151, p = .021). Unexpectedly, attributions about 
dieting failure did not predict intention to diet or non-diet in either sample. In males, 
attributing failure of a diet to a diet itself was associated with dieting intentions (β = -
.088, p = .041). Blaming the diet for failure was associated with non-dieting 
intentions for females (β = .067, p = .046). As expected, attitude predicted intention 
to diet and non-diet both in the total sample and in all age and BMI groups. Support 
for the role of subjective norm was mixed. It was a significant predictor of dieting 
intention in the total sample and for normal weight dieting adults. It was also a 
significant predictor of non-dieting intentions for females and normal weight adults. 
Self-efficacy predicted behaviour directly for the total non-dieting model and for 
normal weight adults (β = .254, p = .006), although it predicted intentions directly for 
non-dieting females (β = .039, p = .039). Non-planning did not predict intentions or 
behaviour directly in the total samples however planning did predict behaviour 
directly for overweight and obese individuals. Lastly, self-identity predicted 
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 intentions for dieters and behaviour directly for non-dieters. In the case of subgroups, 
self-identity predicted dieting and non-dieting behaviour directly for only females. 
Notably, intentions to diet did not predict dieting behaviour for females and 
overweight/obese adults.  
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Abstract 
Objectives: Dieting and non-dieting approaches are compared in randomised 
controlled trials as two alternative paradigms to the treatment of overweight and 
obesity. There is less research comparing why these approaches are adopted. We 
investigated the predictors of dieting and non-dieting approaches that were identified 
in a previous qualitative study, using constructs drawn from the theory of planned 
behaviour (TPB), identity theory, impulsivity, and locus of control framework. 
Design: The study used a prospective design with two waves of data collection, four 
weeks apart.  
Methods: At baseline, 719 adults (52.2% men) aged between 18 and 76 completed a 
questionnaire assessing constructs drawn from the TPB (attitude, subjective norm, 
and self-efficacy), past behaviour, non-planning, attributions for dieting failure, 
weight control beliefs, and dieting and non-dieting intentions. Four weeks later, 
sixty-four percent of participants (n = 461) reported on their dieting and non-dieting 
behaviour in the past month.  
Results: Via path modelling, past behaviour, attitude, subjective norm, and self-
identity significantly predicted dieting intentions. Dieting intentions and past 
behaviour significantly predicted dieting behaviour, while non-planning and self-
efficacy did not. The model explained 74.8% of the variance in intention and 52.9% 
of the variance in behaviour. While most findings were similar for the non-dieting 
model, subjective norms and self-identity did not predict intention, while self-
efficacy and self-identity both predicted non-dieting behaviour. The non-dieting 
model explained 58.2% of the variance in intention and 37.5% of the variance in 
behaviour.  
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 Conclusions: This study provides support for the application of TPB and identity 
theory constructs in the context of both behaviours. Self-efficacy and self-identity 
appear more relevant to non-dieting behaviour than dieting behaviour, while 
subjective norms was more influential in predicting dieting.  
 
Keywords: Dieting; non-dieting; theory of planned behaviour; self-efficacy; identity 
theory; weight control beliefs; non-planning; self-identity; locus of control.   
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Background 
 Obesity has been labelled a global epidemic by the World Health 
Organisation, with worldwide rates nearly doubling since 1980 (WHO, 2013). 
Approximately 60% of Australians, or over 12 million people, are classified as 
overweight or obese (ABS, 2013). Although excess weight increases the risk of type 
II diabetes, some cancers, cardiovascular diseases, asthma, gallbladder disease, 
osteoarthritis, and chronic back pain (Guh et al., 2009), there is evidence suggesting 
that these health risks can be reduced through modest weight loss and prevention of 
weight regain in overweight and obese adults (NHMRC, 2013). 
 Dieting, defined as “the intentional and sustained restriction of caloric intake 
for the purpose of reducing body weight or changing body shape”, has historically 
been the main treatment paradigm for individuals with excess weight (NTFPTO, 
2000). Unfortunately, a recent meta-analysis suggests there is little support for the 
notion that dieting produces lasting weight loss or health benefits when attempted in 
isolation (Mann et al., 2007). While moderate weight loss can be achieved in 
multicomponent programs (Franz et al., 2007), it is often regained over time, and 
some trials suffer from the lack of long-term follow-up required to document this 
weight regain (Shaw, O’Rourke, Del Mar, & Kenardy, 2005). Despite the equivocal 
support for this paradigm, diets appear to be popular with the general public, with 
recent studies (Siu, Giskes, & Turrell, 2010; Nicklas, Huskey, Davis, & Wee, 2012) 
suggesting that approximately a third of adults may adopt what might be construed as 
a diet (liquid diet supplements, commercial weight loss programs, or special diets).  
During the 1990s, the dieting paradigm was criticised for its inability to 
achieve long-term weight loss (Garner & Wooley, 1991; Goodrick & Foreyt, 1991). 
Critics argued that the weight-centred paradigm also contributed to food and body 
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 preoccupation, weight cycling, lower self-esteem, eating disorders, and weight 
stigmatisation (Bacon, 2010; Daníelsdóttir, Burgard, & Oliver-Pyatt, 2009; 
Neumark-Sztainer, 2009). An alternative nondieting paradigm emerged, focusing 
instead on body acceptance, health behaviours, and health outcomes, without a focus 
on weight loss (Bacon & Aphramor, 2011). Other tenets of this approach included 
eating intuitively (i.e., relying on internal cues indicating hunger and satiation), 
rather than dietary restriction (Tribole & Resch, 1020), and enjoying physical activity 
in contrast to participating in structured exercise (Bacon & Aphramor). A 2011 
review (Bacon & Aphramor) of the six existing randomised controlled trials testing 
non-dieting approaches observed clinically and statistically significant improvements 
in blood pressure, blood lipids, physical activity, eating disorder pathology, mood, 
self-esteem, and body image. The authors also responded to concerns that the 
exclusion of weight control messages would lead to weight gain by noting that no 
weight gain resulted from any of the ten published non-dieting trials. Given that 
approximately 30-40% of weight-concerned adults (Siu, Giskes, & Turrell, 2011; 
Nicklas, Huskey, Davis, & Wee, 2012) report trying to manage weight using what 
may be construed as a diet (liquid diet supplements or commercial weight loss 
programs), non-dieting is potentially a prevalent alternative approach to weight 
management for those interested in health.  
Less is known about why individuals choose to adopt non-dieting approaches, 
and how this is similar to or different from the reasons why individuals choose 
dieting approaches. While less is known about the reasons individuals choose non-
dieting approaches, determinants of choices to diet have been readily identified. 
Based on a previous qualitative study we conducted (Leske, Strodl, & Hou, 2012) 
and other literature, issues of identity (Thomas, King, Lewis, & Holland, 2011), the 
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influence of others encouraging dieting (Thomas, Hyde, Karunaratne, Kausman, & 
Komesaroff, 2008a), expectations of dieting outcomes (Thomas et al., 2010a, 
Thomas et al., - just bloody fat; Thomas, Hyde, Karunaratne, Kausman, & 
Komesaroff, 2008b), attributions for dieting failure (Leske et al., 2012; Thomas et 
al., 2008a), non-planning (Leske et al., 2012), self-efficacy (Leske et al., 2012), and 
beliefs about whether to focus on weight and lifestyle (Laliberte et al., 2008; Leske et 
al., 2012) would appear to influence decisions to diet. A good place to start therefore 
in exploring the determinants of non-dieting behaviour is to compare the influence of 
these potential predictors upon both dieting and non-dieting intentions and 
behaviours.  
The Current Study 
To address the dearth of research comparing and contrasting these approaches 
in an adult Australian population, this study aimed to examine the utility of 
constructs drawn from the TPB, identity theory, locus of control theory, and other 
findings in predicting dieting and non-dieting intentions and behaviour. Because the 
constructs encapsulated by the TPB cannot fully account for the complexity of 
human behaviour (Sniehotta, Presseau, & Araujo-Soares, 2014), we drew on 
constructs emerging from a recent qualitative study (Leske et al., 2012) to test an 
augmented model that explored the determinants of dieting versus non-dieting 
behaviour.  
Theory of Planned Behaviour 
The TPB is a social cognitive theory consisting of attitudes, subjective norms, 
and perceived behavioural control. Attitudes are the positive or negative evaluations 
of a behaviour; subjective norms are perceptions of social pressure to perform or not 
perform a behaviour; and perceived behavioural control is a general perception of 
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 control over a behaviour. These concepts purportedly influence intentions which in 
turn predict behaviour.  
In the context of dietary behaviour, the TPB has been used previously to 
predict consumption of a low-fat diet (Armitage & Conner, 1999; Povey, Conner, 
Sparks, James, & Shepherd, 2000) and dieting (Gardner & Hausenblas, 2006; Nejad, 
Wertheim, & Greenwood, 2004; 2007). In the studies concerning dieting, some have 
found intention to be only the predictor of dieting behaviour (Gardner & Hausenblas, 
2006), while others (Nejad, Wertheim, & Greenwood, 2004; 2007) found attitudes, 
prior dieting, indirect perceived control (beliefs underlying the direct measure of 
perceived behavioural control), and descriptive norms to predict dieting intentions 
and dieting behaviour at 3-month follow-up. Furthermore, a recent meta-analysis of 
the TPB’s application to prospective prediction of health behaviours suggests that the 
theory is more efficacious at predicting dieting behaviours than other behaviours 
including risk detection, safer sex, and drug abstinence (McEachan, Conner, Taylor, 
& Lawton, 2011), explaining 21.2% of variance on average.   
Self-identity 
Self-identity has been proposed as a useful addition the TPB (Sparks & 
Shepherd, 1992). Originating out of identity theory (Stryker, 1968, 1986), self-
identity is conceptualised as an individual’s salient aspect of self as it relates to a 
certain behavior (Conner & Armitage, 1998). These roles conceptualised with 
reference to wider society (Terry, Hogg, & White, 1999), meaning that self-identity 
can reflect several social roles that individuals fulfil (Stryker, 1968, 1986). Stryker 
proposes that individuals will behave in a manner consistent with their identity, 
progressively more so as this identity becomes more salient to them. Self-identity has 
previously predicted intention to diet (Hagger & Chatzisarantis, 2006), consume a 
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low-fat diet (Armitage & Conner, 1999), consume a diet low in animal fats (Sparks 
& Guthrie, 1998), and actual healthy eating behaviour (Strachan & Brawley, 2009). 
A recent meta-analytic review of the inclusion of self-identity in TPB studies (Rise, 
Sheeran, & Hukkelberg, 2011) supports its inclusion in the TPB, with regression 
analyses indicating that self-identity explains on average an incremental 6% of the 
variance in intention after controlling for TPB components, and 9% of the variance 
in intention after controlling for past behavior.   
Impulsivity 
Furthermore, two recent studies suggest that the TPB could be augmented by 
including impulsivity-related measures which capture aspects of non-reflective 
information processing. In two prospective examinations (Churchill, Jessop, & 
Sparks, 2008; Churchill & Jessop, 2011), impulsivity significantly contributed to the 
prediction of behaviour (avoidance of snacking) over and above the TPB constructs, 
explaining an additional 10% of the variance in the 2008 study. In both studies, 
individuals higher in impulsivity were more likely to snack. Therefore, and as the 
authors suggest, it seems reasonable to assume that impulsivity may be a useful 
predictor of behaviour which are not typically characterised by careful and analytic 
decision-making. The relevance of impulsivity to dieting behaviour is evident in 
qualitative studies, which suggest that diets are adopted impulsively with a quick fix 
in mind (Thomas, Hyde, Karunaratne, Kausman, & Komesaroff, 2008a) while non-
dieting approaches appear to be adopted with a longer-term perspective in mind 
(Leske, Strodl, & Hou, 2012). 
Locus of control measures 
Additionally, based on previous qualitative studies (Leske, Strodl, & Hou, 
2012; Thomas, Hyde, Karunaratne, Kausman, & Komesaroff, 2008), it appeared that 
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 domain-specific locus of control beliefs concerning diet adherence and weight 
control would be relevant to the prediction of dieting and non-dieting behaviour. 
Originating from Rotter’s social learning theory (Rotter, 1954; 1955; 1960), locus of 
control describes the extent to which individuals perceive they can control events. 
These perceptions can either be internal (the individual believes an event is 
contingent on their own behavior or characteristics) or external (the individual beliefs 
an event is determined by luck, chance, fate, or the environment) (Rotter, 1966). In 
the context of diet adherence, failing to adhere to a diet may be construed as internal 
(it is my fault that I cannot adhere to a diet), external (the diet was too restrictive or 
expensive), or somewhere in the middle (it is partly my fault and partly the diet’s 
fault). Previously, obese individuals have suggested they were unable to adhere to a 
diet because the diet was “unrealistic”, “unsustainable”, or “too expensive”, and have 
blamed themselves for their inability to adhere to or continue with a dieting/weight 
loss plan (Thomas et al., 2008). We (Leske et al., 2012) also found that failing at a 
diet was attributed to the diet itself which precipitated attempting a non-dieting 
approach. Accordingly, we measured these attributions for diet adherence failure 
(DFA) in the current study. 
Weight control beliefs also appear to distinguish between dieters and non-
dieters (see Laliberte, Newton, McCabe, & Mills, 2007; Leske, Strodl, & Hou, 
2012). Laliberte and colleagues (2007, pg. 856) have conceptualised these beliefs as 
‘beliefs that you can and should control your weight’ (BCWeight) and beliefs that 
“you should strive for a healthy lifestyle and accept the resulting weight” 
(BCLifestyle). Both items represent a high internal locus of control – with BCWeight 
focusing on weight and presumably underpinning a dieting approach, and 
BCLifestyle focusing on lifestyle and weight acceptance and presumably 
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underpinning a non-dieting approach. In female university students, Laliberte et al., 
(2007) found that strong endorsers of beliefs that you can and should control your 
weight were more likely to be involved in restrained eating and binge eating, while 
the BCWeight scale also distinguished between patients with eating disorders and 
non-patients. Conversely, individuals in a non-clinical sample who more strongly 
endorsed beliefs in a healthy lifestyle had a lower risk of both restrained and binge 
eating. Individuals with eating disorders who strongly rejected beliefs in striving for 
a healthy lifestyle also had significantly lower self-esteem and greater body 
dissatisfaction. 
Aims and hypotheses 
In light of the literature above, we had two main research questions: 
(1) What are the determinants of dieting and non-dieting? 
(2) Are the determinants of dieting and non-dieting opposite ends of a 
continuum? 
Based on the TPB, we hypothesised that more positive attitudes (attitudes), 
more perceived social pressure (subjective norms), and more confidence in the 
behaviour (self-efficacy) would predict intentions and behaviour for both dieting and 
non-dieting. Although we measured perceived control, it was omitted from the 
present study due to low internal reliability (< .60), the greater importance of self-
efficacy identified in our qualitative findings (Leske, Strodl, & Hou, 2012) and in 
previous literature (Armitage & Conner, 1999, Povey, Conner, Sparks, James, & 
Shepherd, 2000), and the presence of other domain-specific measures addressing 
perceived internal and external control (weight control beliefs, dieting adherence 
beliefs).  
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 For self-identity, we hypothesised that seeing oneself as the type of person 
who diets, is concerned with their weight, or sees themself as overweight would 
predict dieting intentions and behaviour, while seeing oneself as someone who eats 
healthily without dieting would predict non-dieting intentions and behaviour. We 
hypothesised a direct link between self-identity and behaviour based on previous 
research (e.g., Leary & Jones, 1993) and theoretical predictions that aspects of 
identity may represent more impulsive, unplanned routes to engaging in a behaviour 
(Hagger, Anderson, Kyriakaki, & Darkings, 2007; Strack & Deutsch, 2004). 
Accordingly, self-identity may not only influence the formation of intentions to diet 
or non-diet, but may also influence actual behavioural decisions in certain situational 
contexts (e.g., someone who sees themself as a dieter spontaneously joining a 12-
week weight loss program when invited by their friends). In contrast, the more 
deliberative route would involve forming plans and intentions to diet based on self-
identity. In the context of the  study, and based on our previous findings, we 
hypothesised that scoring higher on the impulsiveness subtrait of non-planning, 
which reflects “present orientation” or “lack of futuring” (Patton, Stanford, and 
Barratt, 1995), would positively predict dieting intentions and behaviour, while 
scoring lower on this subtrait would negatively predict non-dieting intentions and 
behaviour. In terms of intentions, we expected that individuals high in non-planning 
impulsiveness would be inclined to quickly form intentions to diet in order to achieve 
short-term goals (e.g., lose weight quickly for a wedding). In addition to this link 
with intention, we reasoned that there might also be a direct link between non-
planning and behaviour through a more unplanned pathway. Specifically, 
individuals’ desire to lose weight, coupled with the widespread marketing of 
structured diets promoting that goal (see Thomas, Lewis, Hyde, Castle, & 
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Komesaroff, 2010), could create circumstances in which individuals who urgently 
wished to lose weight would impulsively adopt a diet without necessarily thinking 
deeply about   doing so. Given the prospective design of our study, it is possible that 
some adults may not have formed an intention to diet at baseline yet at some stage 
past this survey period decided to diet. Given that some diets have extensive, well-
designed plans which are easy to view online (see Lewis, Thomas, Blood, Castle, 
Hyde, & Komesaroff, 2010), adoption of these diets would also suit someone high on 
non-planning who felt unable or unwilling to plan their own diet. Conversely, eating 
healthy without dieting was considered to be a slower, more deliberative behaviour, 
adopted with long-term goals in mind, and so we speculated that this would be 
intended and actually adopted more so by individuals low in non-planning 
impulsiveness. For the dieting adherence measure, we hypothesised that attributing 
the failure of a diet to oneself would reinforce intentions to diet, while attributing 
failure to the diet itself would predict non-dieting intentions. Lastly, we expected that 
BCWeight would predict dieting intentions while BCLifestyle would predict non-
dieting intentions.  
Methods 
Participants 
Participants were recruited through snowball sampling, media releases, 
articles in newsletters and newspapers, notices at the local health clinic, radio 
broadcasts, public venues (Election Day voting hall), and the newsletters of various 
small businesses with an interest in food and health. We required that participants 
were aged 18 and over and living in Australia. Because most non-dieting studies 
have been conducted with female, overweight, and obese subjects (King, 2001), 
some recruitment strategies focused exclusively on males. Because normal weight 
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 adults also attempt to lose weight (Yaemsiri, Slining, & Agarwal, 2011), we 
recruited them since the topic of dieting was evidently applicable to them and so they 
could serve as a reference group for overweight and obese adults in the analyses. At 
Time 1, the majority of completing participants were from major cities (n = 640, 
89%), followed by inner regional (n = 40, 5.6%), outer regional (n = 9, 1.3%) and 
remote areas (n = 6, 0.9%). Slightly more males (n = 375, 52.2%) than females (n = 
344, 47.8%) participated, while the age of respondents varied from 18 to 76 years (M  
= 34.01 years, SD = 12.72 years). The majority of participants were employed full-
time (n = 287, 39.9%), part-time or casual (n = 158, 22%), or were studying full-time 
(n = 203, 28.2%), while smaller numbers had home duties or were a carer (n = 17, 
2.4%), were retired (n = 16, 2.2%), or were a part-time student (n = 12, 1.7%). 
Almost half of participants had a BMI status in the healthy range (n = 346, 48.1%), 
while 32.3% (n = 232) were overweight and 19.6% (n = 141) were obese. 
Participants were generally well-educated, with 60.6% (n = 436) having completed a 
bachelor degree or higher, 13.2% (n = 95) completed a diploma or certificate, and 
23.6% (n = 170) having completed high school. At Time 2, 64% (n = 460) of 
participants reported their dieting and non-dieting behaviour over the last month.  
Participants reported dieting at a low level (M = 3.00, SD = 2.33) in the previous 
month while non-dieting was performed at a moderate level (M = 4.59, SD = 1.88). 
Figure 1 shows the flow of participants through the baseline and follow-up 
questionnaire. We conducted preliminary analyses to identify any differences 
between Time 2 completers (n = 461) and non-completers (n = 258). A dummy 
variable was created with 0 = discontinued and 1 = non-continued, and chi-square 
analyses or t-tests comparing this variable to demographic factors were run. Chi-
square tests indicated that Time 2 completers were significantly more likely to be 
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female (p = < .001) or have completed a bachelor degree or higher (p < .001). No 
significant differences were observed between completers and non-completers on 
age, BMI, income, or area-level socio-economic status. Mann-Whitney U Tests and 
one-way ANOVAs indicated that women were significantly more likely to diet than 
men (p < .001), and a linear relationship between dieting and BMI status (p < .001) 
was also observed.  
Data collection 
 We obtained ethical clearance for the study from the University’s Human 
Research Ethics Committee. Prior to participating online, participants read an online 
consent form informing them of the voluntary nature of consent and outlining their 
right to withdraw from the study at any time. Participants subsequently completed a 
baseline questionnaire consisting of a demographics section, items assessing 
predictors derived from the TPB (attitude, subjective norm, and self-efficacy), and 
items assessing self-identity, attributions for dieting failure, weight control beliefs, 
and non-planning. Four weeks later, the Time 2 questionnaire assessed participants’ 
self-reported dieting and non-dieting behaviour in the past month. Time 1 and Time 
2 questionnaires were matched via a code identifier. At time 1 and time 2, 
participants were given the opportunity to enter a prize draw to win one of three iPad 
minis, each valued at AUD$315. We collected data between June and November 
2013.  
Measures  
 Dependent variables 
The target behaviours, ‘dieting’ and ‘non-dieting’, were both based on a 
definition adapted from the National Task Force on the Prevention and Treatment of 
Obesity (2000, p. 2582) in their review of the behavioural effects of dieting in obese 
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 adults. Items were framed with the same level of specificity in terms of the target 
(weight loss and/or changing body shape), action (dieting), time (in the next month), 
and context (in any situation), as recommended by Fishbein amd Ajzen (1977). We 
did not state a specific duration (e.g., 1 week) for dieting or non-dieting behaviour 
because we consider that these items to measure attempts at each approach (see 
Armitage & Conner, 1999), and so we were not concerned with how long 
participants adhered to either approach. Specifically, our definition stated that dieting 
is: 
“Intentionally restricting your calorie intake (energy or kilojoules derived 
from food) or increasing certain type of foods (e.g., high carbohydrate or high 
protein) to lose weight and/or change your body shape.”  
In this definition, we added the phrase “increasing certain types of foods 
(e.g., high carbohydrate or high protein)” since some diets with weight loss 
objectives (e.g., the Paleo Diet) are based on eating certain types of foods to promote 
satiety without restricting or counting calories. Participants were further instructed 
that dieting did not include fasting for religious purposes, since this was not a weight 
loss attempt. We further clarified that dieting could include any eating program 
planned by someone else, or any approach an individual had designed on their own, 
to use in any context, so long as participants intended to lose weight and/or change 
their body shape. Participants were provided with several examples including 
popular diets (e.g., The Paleo Diet or The Pritikin Diet), commercial weight loss 
programs (e.g., Weight Watchers or Jenny Craig), or meal replacements (e.g., Tony 
Ferguson or OptiSlim). We considered this broad operationalisation necessary to 
ensure that participants would be certain whether they were dieting or non-dieting, 
given that we had no opportunity to clarify this definition to adults once they began 
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the survey online. A clear definition was important since one-item questions 
assessing dieting that avoid ambiguity are more strongly associated with reported 
energy intake than more general single-item questions (e.g., “doing anything to lose 
weight”) (Neumark-Sztainer, Jeffery, & French, 1997).    
Dieting and non-dieting were subsequently measured by asking participants 
to respond to the questions: “I am currently dieting” and “I am currently eating 
healthily without dieting”. These items were scored on a 7-point Likert scale ranging 
from 1 (definitely not) to 7 (definitely). We did not dichotomise this variable as a 
yes/no response format at the outset in order to accommodate people who may have 
made brief attempts at either and because of the brevity of the attempt not considered 
themselves dieting or non-dieting. Although the former definition has been used 
previously and is considered valid (Neumark-Sztainer, Jeffery, & French, 1997), the 
latter definition was adopted for the purposes of this study and was considered to 
broadly represent non-dieting. Given that dieting often involves external rules and 
regulations regarding eating, it might be argued that the opposite of this is reliance on 
hunger and internal cues, conceptualised as intuitive eating (Tribole & Resch, 1995; 
2003, 2012). However, other non-dieting concepts and programs including 
competent eating (Satter, 2007), mindful eating (Framson et al., 2009), and the 
Appetite for Life program (Cutler & King, 2002) also fit under the umbrella of non-
dieting approaches and so we adopted this broader conceptualisation of non-dieting, 
so long as it disavowed the methods and objectives of dieting approaches. In 
measuring non-dieting in this way we also made the assumption that various non-
dieting approaches would have, as part of their objectives, a focus on eating 
healthily. This wider conceptualisation was also in keeping with the broad definition 
of self-reported dieting that was used in this study which was also defined by its 
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 objective (trying to lose weight). Purely measuring non-dieting as the absence of 
dieting would not consider the focus on health and healthy eating which is 
emphasised by non-dieting advocates, while measuring non-dieting with a question 
solely concerning healthy eating would not make it explicit enough to participants 
that we were interested in an approach which explicitly disavowed dieting methods 
and objectives. Therefore, consistent with the definition of dieting, ‘eating healthy 
without dieting’ was taken to mean eating healthy without intentionally restricting 
caloric intake or eating certain types of foods for the purposes of losing weight 
and/or changing body shape. At Time 2, these measures correlated negatively (r = -
.35, p [one-tailed] < .01), indicating that they were not considered complete 
opposites by participants and there was to some degree conceptual overlap (e.g., 
because diets would presumably encourage healthy eating too). To confirm that 
participants had interpreted these questions correctly, we also asked participants at 
Time 2 four individual items to ascertain to what extent they had, in the past month: 
a) changed their eating to lose weight, b) changed their eating to alter their body 
shape, c) restricted their calorie intake, and d) eaten healthily. Because data appeared 
non-normal, Spearman’s rho correlations are presented below in Table 1. 
 
 
 
 
Table 1. Evidence of convergent and discriminant validity for dieting and 
non-dieting items (n = 450).  
Items Non-dieting dependent variable Dieting dependent variable 
Restricted calorie intake in -.24** .71** 
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the past month 
Changed eating to lose 
weight in the past month 
-.26** .74** 
Changed eating to alter 
body shape in the past 
month 
-.23** .69** 
Eaten healthily in the past 
month 
.55** .07 
* p < .05 (1-tailed), ** p < .01 (1-tailed). 
 
We subsequently regressed these individual items onto the dieting and non-
dieting dependent variables. In accordance with our expectations, dieting was most 
strongly associated with restricting calorie intake (β = .320, p < .001), then changing 
eating to lose weight (β = .319, p < .001), followed by changing eating to alter body 
shape (β = .196, p < .001), and was unrelated to eating healthily (β = -.029, p = .337). 
Collectively, these items explained 59.2% of the variance in dieting. Conversely, 
consistent with expectations, the strongest predictors of eating healthily without 
dieting, the non-dieting dependent variable, were eating healthily (β = .615, p < 
.001), restricting calorie intake (β = -.236, p < .001), changing eating to lose weight 
(β = -.166, p = .031), while changing eating to alter body shape was unrelated (β = 
.03, p = .646). This indicates that attempts to change body weight might possibly be 
associated with non-dieting in some circumstances.  
Independent variables 
Most items were assessed using a 7-point Likert scale. The non-planning 
subscale measuring impulsivity used a 4-point Likert-type scale since the scale has 
been validated using this response format (Spinella, 2007), while the attitudinal 
measures used a semantic-differential format (e.g., good-bad). Items with negatively 
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 worded endpoints were reverse-scored and recoded so the scale endpoints reflected 
positive or higher attributes of the construct. Items were averaged to create scale 
scores for cases with (at least) two thirds of the scale items completed. For the non-
dieting items, the words ‘diet/dieting’ were substituted with the words ‘eat/eating 
healthily without dieting’ for the non-dieting model. 
TPB constructs 
 Due to space constraints in the survey, and because multiple-item measures 
of intention often display Cronbach’s alphas > .90 (Conner & Sparks, 1996), a 
single-item measure of intention was used for each behaviour. Consistent with Nejad, 
Wertheim, and Greenwood (2004), one item each assessed participants’ intention to 
diet or non-diet: “I intend to diet/eat healthily without dieting in the next month”, 
ranging from 1 no, definitely not to 7 yes, definitely. One item each assessed past 
behaviour: “I dieted in the past month” or “I ate healthily without dieting in the past 
month”. Also based on Nejad, Wertheim, and Greenwood (2007), five items were 
used to assess attitudes towards dieting and non-dieting (10 items in total): 
“dieting/eating healthily without dieting in the next month would be 1 harmful to 7 
beneficial; 1 pleasant to 7 unpleasant; 1 foolish to 7 wise; 1 bad to 7 good; 1 
ineffective to 7 effective. We substituted unenjoyable-enjoyable for ineffective-
effective because of evidence from previous literature that the effectiveness of a diet 
is a key attitudinal consideration (see Thomas, Hyde, Karunaratne, Kausman, & 
Komesaroff, 2008a). Two injunctive items and one descriptive item assessed 
subjective norm: “Most people who are important to me think that I (should 
not/should) diet/eat healthily without dieting”; “It is expected of me that I will 
diet/eat healthily without dieting” and; “People who are important to me diet/eat 
healthily without dieting”, ranging from 1 no, definitely not to 7 yes, definitely. Two 
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items from Armitage and Conner (1999) each assessed self-efficacy: “How confident 
are you that you will be able to diet/eat healthily without dieting in the next month?” 
ranging from 1 not confident at all to 7 very confident, and “I believe I have the 
ability to diet/eat healthily without dieting in the next month” ranging from 1 no, 
definitely not to 7 yes, definitely.  
 Self-identity assessed the influence of participants’ views of self on their 
intentions to diet or non-diet, and was based on findings of the prior qualitative study 
(Leske, Strodl, & Hou, 2012). For dieting, self-identity was assessed with three 
items: “I think of myself as someone who is concerned with my weight”, “I think of 
myself as a dieter”, and “I think of myself as an overweight person”, all ranging from 
1 no, definitely not to 7 yes, definitely. For non-dieting, self-identity was assessed 
with two items: “I think of myself as a healthy eater”, and “I think of myself as 
someone who eats healthily without dieting”, both ranging from 1 no, definitely not 
to 7 yes, definitely. The non-dieting self-identity was a two-item scale because 
thinking of oneself as a “normal weight” person (in contrast to an overweight person) 
was not apparent in the previous qualitative study (Leske et al., 2012). Although self-
identity is usually operationalised using the same terminology (e.g., dieter) for each 
question, the qualitative study suggested that this terminology clustered together, the 
internal consistency of the self-identity items supported this multidimensional 
conceptualisation, and previous studies applying self-identity in this context have 
used divergent terminology which could reasonably be expected to cluster together 
(e.g., healthy eating and pleasures of eating in Armitage & Conner, 1999, see also 
Strachan & Brawley, 2009).  
 Weight control beliefs were measured with the Weight Control Beliefs 
Questionnaire (Laliberte et al., 2007), a 17-item, two-factor scale capturing two sets 
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 of beliefs: the beliefs that “you can and should control your weight” (BCWeight) and 
the belief that “you should strive for a healthy lifestyle and accept the resulting 
weight” (BCLifestyle). No measure capturing attributions for diet adherence failure 
could be located in the literature, so we measured this with a 1-item scale based on 
the qualitative findings and invented for the purposes of this study: “If I was not able 
to stick to a diet, it would be…” ranging from 1 my fault, 4 my fault and the diet’s 
fault to 7 the diet’s fault”. Although a two-item measure would have been preferable, 
we concluded that having a midpoint which proportioned the blame between the 
individual and the diet would adequately represent the construct we intended to 
measure. In support of this, this measure of dieting failure had a medium-to-large 
correlation with beliefs that you can and should control your weight at r = .47 (p < 
.01) and a medium-sized correlation with positive attitudes towards dieting r = .33 (p 
< .01), which we would expect given that blaming yourself rather than a diet would 
maintain positive attitudes towards dieting. Finally, we measured the 
personality/behavioural construct of impulsivity using the 5-item non-planning 
subscale of the Barratt Impulsiveness Scale – version 11 (Spinella, 2007). 
  In terms of moderators for different models, self-reported height and weight 
were used to calculate body mass index (BMI) by dividing weight in kilograms by 
height in metres squared. BMI categories were calculated by recoding the continuous 
BMI variables into normal weight (BMI between 18.5 and 24.99), overweight (BMI 
between 25 and 29.99) and obese (BMI 30 or more) categories. Due to sample size 
considerations, data from overweight and obese participants were run together and 
compared to normal weight adults. 
 
 
Began survey (n = 1082) 
Excluded: did not complete any items (n = 2); aged under 18 
years (n = 3); living outside Australia (n = 22); BMI < 18.5 (n 
= 47); BMI could not be calculated (n = 29) 
Completed demographics (n  979) 
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Figure 1. Flow chart of participants 
 
 
 
Statistical Procedure 
We used path modelling in IBM SPSS AMOS 21.0.0 (Arbuckle, 2012) to 
depict and test the hypothesised relationship between the study’s variables. We 
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 estimated parameters using the maximum likelihood (ML) estimation method to test 
the models and bootstrapped for robust standard errors and corrected test statistics 
when non-normality was evident. We evaluated overall model fit using the χ2 test and 
the “normed” χ2 statistic (χ2/df), given that even trivial deviations from a perfect 
model are likely to produce a significant χ2 statistic with large sample sizes 
(Iacobucci, 2010). Values below 3.00 were considered to indicate acceptable model 
fit (Kline, 2005). To further evaluate model fit, we examined several absolute and 
incremental fit indices, using the cut-off values proposed by Hu and Bentler (1999) 
(Comparative Fit Index [CFI] > .95; Root Mean-Square Error of Approximation 
[RMSEA] < .06; Standardised Root Mean-square Residual [SRMR] < .08). We also 
report on two additional fit indices, with cut-offs based on Schreiber’s (2008) 
recommendations: Adjusted Goodness-of-Fit index [AGFI] ≥ .95 and the Tucker 
Lewis Index (TLI) ] ≥ .95.  Models were re-specified based on a combined 
assessment of the critical ratio’s (t-values), standardised residual covariances, and 
modification indices suggested by AMOS. Re-specification was made only if the 
proposed relationships had a strong rationale based on theory, logic, or past research. 
Results 
Means, standard deviations, bivariate correlations, and Cronbach’s alpha 
coefficients are shown in Table 1 for the dieting model and Table 2 for the non-
dieting model. Spearman’s rho correlations are presented, given that most variables 
evidenced skewness, both statistically and visually in histograms. Most predictor and 
criterion variables were positively and significantly correlated. However, in the 
dieting model, non-planning was unrelated to dieting self-efficacy, BCWeight, past 
behaviour, intention, and behaviour. Non-planning was still retained in the 
multivariate model since we hypothesised it may be more important for different 
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subgroups who were more inclined to diet (females, overweight and obese adults). 
For the non-dieting model, non-planning, reverse-scored so higher scores indicated 
higher amounts of planning, was positively correlated with all variables, except for 
DFA. All other variables correlated in the expected direction. In both models, all 
variables correlated more strongly with intentions than behaviour, except for 
planning in the dieting model, which correlated slightly higher with behaviour. The 
remaining predictor variables were correlated more strongly to intention than 
behaviour, consistent with the TPB which conceptualises intention as the most 
proximal determinant of behaviour. While the strongest correlate of intention and 
behaviour in the dieting model was past behaviour, the correlations of self-identity 
and self-efficacy to non-dieting behaviour were equivalent and stronger than the 
relationship between past behaviour and behaviour, respectively. 
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 Table 1: Means, Standard Deviations, Spearman’s Rho Bivariate Correlations, and Reliability (Cronbach’s Alpha) for the Predictor Variables 
and Target Behaviour of Dieting (N = 456) 
Variable M (SD) 1 2 3 4 5 6 7 8 9 
1. Attitude 4.19 (1.59) (.91)         
2. Subjective norm 3.21 (1.53) .49** (.68)        
3. Self-efficacy 4.82 (1.77) .47** .14** (.90)       
4. Self-identity 3.55 (1.61) .48** .55** .08* (.70)      
5. Non-planning  9.13 (2.82) .13** .13** .00 .09* (.73)     
6. DFA  5.26 (1.68) .33** .14** .26** .16** .10* -    
7. BCWeight 43.67 (8.50) .36** .08* .30** .14** -.04 .47** (.86)  
8. Past behaviour 3.03 (2.42) .56** .37** .35** .52** .01  .16** .19** - 
9. Intention 3.37 (2.40) .71** .50** .35** .62** .08  .22** .25** .78** - 
10. Behaviour 2.99 (2.32) .54** .36** .30** .46** .05  .14** .21** .69** .67** 
Note. Non-planning scores range from 5-20. BCWeight scores range from 14-56. DFA = dieting failure attributions (Diet’s fault 1, my fault = 7). * p < .05, ** p < .01.  
 
 
Table 2: Means, Standard Deviations (SD), Bivariate Correlations, and Reliability (Cronbach’s Alpha) for the Predictor Variables and Target 
Behaviour of Nondieting (N = 444) 
Variable M (SD) 1 2 3 4 5 6 7 8 9 
1. Attitude 5.95 (1.16) (.87)         
2. Subjective norm 5.18 (1.22) .49** (.64)        
3. Self-efficacy 5.32 (1.73) .60** .40** (.88)       
4. Self-identity 4.91 (1.62) .49** .42** .73** (.83)      
5. Planning 15.80 (2.83) .20** .25** .19** .29** (.73)     
6. DFA  2.75 (1.69) .17** .15** .13** .19** .07 -    
7. BCLifestyle 41.99 (11.83) .51** .40** .62** .60** .16** .22** (.92)  
8. Past behaviour 5.04 (1.89) .50** .36** .64** .72** .22**  17** .48** - 
9. Intention 5.52 (1.80) .56** .42** .60** .62** .20**  23** .49** .70** - 
10. Behaviour 4.63 (1.86) .50** .36** .57** .55** .21**  .10* .44** .55** .54** 
Note. Non-planning recoded so higher scores indicate planning. BCLifestyle scores range from 9-63. DFA = dieting failure attributions (my fault = 1, diet’s fault = 7). * p < 
.05, ** p < .01. 
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Dieting model 
 To handle missing data, we imputed data points using Expectation 
Maximisation (EM) estimation on a small percentage (28 data points; 0.203% of total 
values) of the 460 participants who had completed the time 2 dependent variable for 
dieting but missed individual items in the time 1 questionnaire. Little’s MCAR test 
indicated that the data were not missing not at random (MNAR) χ2 (173, N = 460) = 
157.119, p = .801. To look for the effect of multivariate outliers, we ran a multiple 
regression with the hypothesised variables to obtain Mahalanobis distance figures. 
Using a chi-square table with 9 degrees of freedom, the critical cutpoint of an alpha 
level of .001 was 27.787. Four cases scores above this cutpoint were identified and 
removed from the dataset. 
We assessed multivariate non-normality using Mardia’s normalized estimate 
of multivariate kurtosis (Mardia, 1970, 1974), using a criterion of greater than 5 as 
evidence of non-normality (Bentler, 2005). The initial run of both hypothesised 
model indicated the presence of multivariate non-normality, so we made post hoc 
adjustments to both the chi-squared statistic and the standard error estimates in 
AMOS to account for the fact that that the chi-squared tests of model fit may have 
been inflated and the standard errors underestimated in non-normal data. To adjust 
the chi-square statistic, we used the Bollen-Stine bootstrap p for overall correction in 
AMOS and, in a separate run, performed 500 bootstraps (Arbuckle, 2012) to correct 
the standard errors for non-normality. No descriptive statistics indicated the presence 
of linearity/multicollinearity in the sample and no error warnings were received 
during runs in AMOS indicating their presence. 
The hypothesised dieting model initially allowed all independent variables to 
predict intention to assess their relative contribution to explaining the variance in 
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 intention. Intention, self-efficacy, and self-identity were allowed to predict behaviour 
directly. Self-efficacy may be predict behaviour directly in the event that individuals 
realistically estimate the amount of control they have over a behaviour. The 
relationship between self-identity and behaviour is based on previous research which 
hypothesises a direct link in certain situational contexts (Hagger, Anderson, 
Kyriakaki, & Darkings, 2007). Non-planning also predicted behaviour directly based 
on past findings (Churchill, Jessop, & Sparks, 2008; Churchill & Jessop, 2011). Past 
behaviour was allowed to predict the standard TPB constructs (including intention 
and behaviour) and all additional influences, based on our previous findings. The 
TPB predictor variables, including the traditional extension of self-identity, were 
allowed to co-vary with each other based on the theory. Additionally, we expected 
that beliefs that you can and should control your weight would covary with all TPB 
variables, including self-identity, and so these covariance terms were added prior to 
the initial run. We also expected that internal attributions for dieting failure would be 
linked to positive attitudes about dieting (since diets themselves are not implicated in 
failure), and so a covariance term was added between dieting attitudes and 
attributions for dieting failure.  
 The initial model provided evidence of multivariate nonnormality, with 
Mardia’s test indicating a critical ratio of 5.861. Consequently, we ran a Bollen-Stine 
bootstrap with each model run to adjust the chi-square significance value for the 
presence of non-normality. The initial dieting model was almost a good fit to the 
data, χ2 (13) = 64.323, p < .001, Bollen-Stine Bootstrap p = .002, normed χ2 = 4.948, 
AGFI = .885, TLI = .906, CFI = .973, RMSEA = .093, SRMR = .0531. Modification 
indices and standardised residual covariances suggested that the model could be 
improved by covarying attribution for dieting failure with (1) self-identity, (2) self-
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efficacy, and (3) subjective norm. Although a positive relationship between internal 
attributions for dieting failure and self-efficacy to diet may seem counterintuitive, we 
reasoned that it is possible to hold these two beliefs simultaneously, as individuals 
may attribute their failure on a diet to themselves but as an adaptive strategy still 
endorse items that they believe in and have confidence in their ability to diet. The 
moderate correlation between the two items supported this line of argument. 
 The final model fitted the data well, χ2 (11) = 25.304, p = .008, Bollen-Stine 
Bootstrap p = .01, normed χ2 = 2.3, AGFI = .946, TLI = .969, CFI = .992, RMSEA = 
.051, SRMR = .031. The AGFI index was slightly below the desired level of > 0.95 
although any further changes were considered illogical and unlikely to result in a 
parsimonious model. The final model indicated that past behaviour, attitude, 
subjective norms, and self-identity significantly predicted dieting intentions. In turn, 
intention and past behaviour significantly predicted dieting behaviour, while self-
identity and self-efficacy were close to significance. The full model explained 74.8% 
of the variance in dieting intention and 52.9% of the variance in Time 2 dieting 
behaviour. Figure 2 indicates the standardized regression weights of each variable 
and their associated significance values based on the bias-corrected confidence 
intervals (set at 95%), which we report on due to the issues of non-normality 
mentioned above, the discrepancies noted between standard errors and bootstrapped 
standard errors, and because they are considered to yield more accurate values than 
percentile method intervals (Efron & Tibshirani, 1993).  
Given that the predictors of dieting might vary based on gender and BMI, we re-
ran the final model separately to compare: (1) males (n = 199) and females (n = 257), 
and (2) normal weight (n = 250) compared to overweight and obese (n = 206). For all 
subgroup analyses, we based sample size adequacy on recommendations from 
Chapter 7: Predictors of dieting and non-dieting approaches in Australian adults 261 
 
 Weston and Gore (2006), who suggest that more than 200 is considered adequate. 
For males, subjective norms did not predict intention (β = .057, p = .237), 
attributions for dieting failure predicted dieting intention, albeit in an unexpected 
direction (β = -.088, p = .041), and beliefs that you can and should control your 
weight predicted dieting intention (β = .082, p = .036). For females, subjective norms 
was no longer significant (β = .078, p = .081) in predicting intention, while 
attributions for dieting failure (β = .05, p = .092) and non-planning (β = .054, p = 
.093) almost predicted dieting intentions. Additionally, self-identity predicted dieting 
behaviour directly (β = 183, p = .011), while, surprisingly, intentions no longer 
predicted behaviour (β = .144, p = .118). Notably, subjective norms remained a 
significant predictor of dieting intentions for normal weight adults (β = .064, p = 
.049), but all other findings were the same as the total model. For overweight and 
obese adults, subjective norms did not significantly predict dieting intentions (β = 
.110, p = .062) and neither did self-efficacy (β = .077, p = .086). Intentions no longer 
predicted behaviour (β = .208, p = .084). No other notable differences from the total 
model emerged. 
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Figure 2. Final path model depicting predictors of dieting intentions and behaviour (N = 456). Note. This figure does not show covariance paths. 
†p < .10, * p < .05, ** p < .01, *** p < .001. T1: Time 1, T2: Time 2. Solid lines denote significant paths and dotted lines denote non-
significant paths
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Non-dieting model 
For the non-dieting model, we imputed 31 data points using EM estimation on a 
small percentage (0.229% of all values) from the 451 participants who completed the 
Time 2 dependent variable but had missed items at Time 1. Little’s MCAR test 
indicated that the data were not MNAR χ2 (257, N = 451) = 281.805, p = .138. To 
look for the effect of multivariate outliers, we ran a multiple regression with the 
hypothesised variables to obtain Mahalanobis distance figures. Using a chi-square 
table with 9 degrees of freedom, the critical cutpoint of an alpha level of .001 was 
27.787. Seven cases scored above this cutpoint and were removed from the dataset. 
The initial hypothesised model was identical to the dieting model, except 
the dieting attribution and non-planning measures were recoded so high scores would 
indicate that the diet was responsible for failure (external attribution), rather than the 
individual, and so that non-planning could be covaried with other variables based on 
positive hypothesised relationships between planning and non-dieting. These recodes 
also tested the proposition that dieters and non-dieters would have polar opposite 
attitudes on this construct. The hypothesized non-dieting model contained the same 
predictors with the exception of different items for self-identity and the use of 
BCLifestyle instead of BCWeight.  
The initial model provided evidence of multivariate nonnormality, with 
Mardia’s test indicating a critical ratio of 12.523. Consequently, we ran a Bollen-
Stine bootstrap with each model run to adjust the chi-square significance value for 
the presence of non-normality. The initial non-dieting model was almost a good fit to 
the data, χ2 (13) = 50.167, p < .001, Bollen-Stine Bootstrap p = .002, normed χ2 = 
3.859, AGFI = .908, TLI = .931, CFI = .980, RMSEA = .080, SRMR = .0406. 
Modification indices and standardised residual covariances suggested that the model 
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could be improved by covarying attribution for dieting failure with self-identity and 
subjective norm. Additionally, self-identity as a healthy person and subjective norms 
were covaried with planning as suggested by the standardized residual covariances.  
The final model was a good fit to the data, χ2 (9) = 15.646, p = .075, Bollen-
Stine Bootstrap p = .094, normed χ2 = 1.738, AGFI = .957, TLI = .982, CFI = .996, 
RMSEA = .041, SRMR = .0219. In this model, past behaviour and attitude predicted 
non-dieting intentions, while BCLifestyle and attributions for dieting failure almost 
predicted non-dieting intentions. Past behaviour, self-identity, and self-efficacy had 
direct effects on non-dieting behaviour. The model explained 58.2% of the variance 
in intention and 37.5% of the variance in non-dieting behaviour (see Figure 3). 
Given that the predictors of non-dieting might vary based on gender and BMI, 
we re-ran the final model separately to compare: (1) males (n = 198) and females (n 
= 246), and (2) normal weight (n = 242) compared to overweight and obese 
individuals (n = 202). For males, self-identity no longer predicted behaviour (β = 
.076, p = .449) but all other predictors were the same. For females, subjective norms 
(β = .087, p = .032), BClifestyle (β = .147, p = .015), self-efficacy (β = .039, p = 
.039), and attributing the failure of diets to the diet itself (β = .067, p = .046) all 
predicted non-dieting intention. Surprisingly, past behaviour (β = .168, p = .05) and 
intention (β = .174, p = .082) only approached significance in predicting non-dieting 
behaviour, due to the wider confidence intervals for the standardized estimates. 
While self-efficacy (β = .094, p = .31) did not predict behaviour either, self-identity 
(β = .211, p = .02) retained its influence. For normal weight adults, attributions for 
dieting failure almost predicted non-dieting intentions (β = .057, p = .077). Self-
efficacy (β = .254, p = .006) and intention (β = .263, p = .005) remained as predictors 
of non-dieting behaviour but self-identity did not (β = .065, p = .453). For 
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 overweight and obese individuals, attributions for dieting failure were not relevant to 
the prediction of intentions (β = .055, p = .309) but BCLifestyle beliefs were (β = 
.151, p = .021). The only predictor of non-dieting behaviour was planning (β = .135, 
p = .016), while intention (β = .170, p = .066) and self-identity (β = .191, p = .087) 
were quite close to significance.
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Figure 3. Final path model depicting predictors of non-dieting intentions and behaviour (N = 444). Note. This figure does not show covariance 
paths. † p < .10, * p < .05, ** p < .01, *** p < .001. T1: Time 1, T2: Time 2. Solid lines denote significant paths and dotted lines denote 
non-significant paths.
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 Discussion 
 In answer to research question one, the findings from the present study 
suggested that the determinants of dieting and non-dieting approaches included 
attitudes towards each behaviour, subjective norms (only for dieting), past behaviour, 
self-identity, and self-efficacy (non-dieting only). Notably, self-identity and self-
efficacy predicted behaviour directly in the non-dieting model. The hypotheses that 
some of these determinants would be opposite ends of a continuum, for items that 
were reverse-scored, were not supported. Specifically, attributions for dieting failure 
was not significant in either model for the total sample, and neither was non-
planning. Weight control beliefs also did not differ in their impact on dieting and 
non-dieting intentions in the total sample analyses.   
 Consistent with our hypotheses for the dieting model, attitudes, subjective 
norm, self-identity, and past behaviour all predicted dieting intentions. Inconsistent 
with hypotheses though, there was no effect for the other variables hypothesised to 
be of relevance in the total sample. Additionally, self-efficacy and self-identity 
nearly predicted dieting behaviour, while non-planning did not. Despite this, the 
variance explained in intentions (74.8%) and behaviour (52.9%) was good, and is 
comparable to the variance of intentions (77%) and behaviour (46%) in the study by 
Nejad, Wertheim, and Greenwood (2004). Notably, they used a slightly different 
definition of dieting which included maintaining weight in addition to losing weight. 
The variance explained also compares favourably with the predictive power of 
standard TPB variables reported in meta-analyses (McEachan, Conner, Taylor, & 
Lawnton, 2011), which on average predict 21.2% of the variance in dietary 
behaviour.  
 These findings suggest that dieting intentions are predicted most strongly by 
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 favourable attitudes towards dieting (attitudes), expectations of others that you 
should diet (injunctive norms) or the actual dieting behaviours of others (descriptive 
norms), and seeing yourself as a dieter, overweight person, and weight concerned 
person (self-identity). These dieting intentions subsequently predict the likelihood of 
attempting to diet. The strong effect of attitudes on behaviour in this context is 
consistent with the findings of Nejad, Wertheim, and Greenwood (2004), who found 
attitude to be the strongest predictor of dieting behaviour reported at 3-month follow-
up. In contrast though, injunctive norms were not associated with intention to diet in 
a female university sample (Nejad, Wertheim, & Greenwood, 2007). However, 
earlier studies of the TPB in the dieting context have found an effect for descriptive 
norms in a high school sample (Conner, Martin, Silverdale, & Grogran, 1996). 
Overall, the lack of support for self-efficacy to diet provides evidence of the 
limitations identified by the basic model (Sniehotta et al., 2014), and is consistent 
with previous studies that have found no effect of self-efficacy on low-fat dietary 
consumption (Armitage & Conner, 1999). That self-identity is a stronger predictor of 
intentions than subjective norms and self-efficacy is consistent with the findings of 
Hagger and Chatzisarantis (2006), and suggests that it is a useful construct in 
understanding why adults form intentions to diet. Although self-efficacy and self-
identity did not reach conventional levels of significance in predicting behavior, their 
proximity to significance seems to indicate that they might have some influence on 
behaviour in the post-intentional phase, possibly through self-efficacy sustaining 
effort and persistence to translate intention into behaviour, and through individuals 
engaging in behaviour that is consistent with their sense of identity, even when no 
plans are made to do so (Hagger, Anderson, Kyriakaki, & Darkings, 2007). Given 
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the nearly significant findings, it is possible that these effects may show up in other 
samples or populations under study. 
 Post-hoc analyses of subgroups suggested that, in this sample at least, beliefs 
that you can and should control your weight are more relevant to the prediction of 
dieting intentions in males than females. Given that these beliefs are associated with 
body dissatisfaction, drive for thinness, and disordered eating in females (see 
Laliberte, Newton, McCabe, & Mills, 2007), it would be important to see if these 
same associations are present for men, which might suggest that dieting in men is 
associated unfavourably with these constructs. If this is not the case, health 
promoters who wish to encourage calorie-restricted dieting approaches in men 
should work to increase beliefs that weight can and should be controlled. The 
findings for attributions for dieting failure were surprising, with men who thought 
they were responsible for failing to stick to a diet less inclined to intend to diet, while 
the opposite effect was almost observed for women. Perhaps these findings speak to 
different levels of engagement with dieting, since it is well-known that women are 
more likely to engage in weight control efforts  than men (Siu, Giskes, & Turrell, 
2010; Yoong, Carey, Sanson-Fisher, & DÉste, 2013). The finding that non-planning 
almost predicted dieting intentions for females, while not significant, merits further 
investigation. The finding that self-identity directly predicted attempts to diet directly 
for women suggests that this identity may be influential in decision-making through 
directing individuals to act in a way (diet) consistent with their identity. The finding 
that intentions did not predict behaviour for women would seem to support this 
assertion that there are other post-intentional influences on behaviour.  
The absence of the intention-behaviour relationship was also observed in 
overweight and obese individuals. Although almost significant, the wide confidence 
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 intervals for the intention beta weight suggests that there is considerable 
heterogeneity for the translation of intentions into behaviour for this subgroup, which 
could conceivably be influenced by post-intentional factors including motivation, 
and the strength of commitment to the intention (see Sheeran, Webb, & Gollwitzer, 
2005). The finding that subjective norms only predicted dieting intentions for normal 
weight individuals is surprising, and perhaps suggests that the influence of others is 
more influential for this group because motivation to diet because of body 
dissatisfaction is not as high as it may be in other groups (e.g., women and 
overweight/obese), who may instead intend to diet based on appearance, health, or 
mood (O’Brien et al., 2007). 
In the non-dieting model, past behaviour and attitude predicted non-dieting 
intentions, while BCLifestyle and attributions for dieting failure almost predicted 
non-dieting intentions. Past behaviour, self-identity, and self-efficacy had direct 
effects on non-dieting behaviour. The non-dieting model explained 56% of the 
variance in intention and 37% of the variance in behaviour, which, although not as 
extensive as the dieting model, also compares favourably to the variance explained in 
studies concerning healthy dietary behaviour (23.1%; McEachan, Conner, Taylor, & 
Lawton, 2011). 
The findings that self-identity and self-efficacy influence non-dieting 
behaviour directly and almost as strongly as intentions suggest that both constructs 
may be important in the post-intentional phase. While, as expected, attitude 
influenced intentions, belief in one’s ability to eat healthily without dieting may 
promote efforts to persist with actual attempts at non-dieting behaviour. We 
speculate that healthy eating plans are not as visible or widely marketed as dieting 
plans, which would mean that self-efficacy is more important in predicting behaviour 
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because it is more critical to the development of plans which will facilitate 
behavioural initiation (see Schwarzer et al., 2003). For self-identity, the findings are 
consistent with our qualitative study (Leske, Strodl, & Hou, 2012), which suggest 
that thinking of oneself as a healthy person tends to inform momentary behaviour 
(e.g., I am someone who eats healthily without dieting; what would I do in this 
situation?).  
 Interestingly, our subgroup analyses found that this concept of self-identity 
was a significant predictor of non-dieting behaviour only in women, and almost in 
overweight/obese individuals, suggesting it was not a salient identity to other groups.  
Given that these individuals diet more often (Siu, Giskes, & Turrell, 2010; Yoong, 
Carey, Sanson-Fisher, & DÉste, 2013), it may be that individuals in these subgroups 
who don’t diet more frequently invoke this self-identity to reinforce to themselves 
the desirability of non-dieting behaviour. In addition, for females, beliefs that you 
should control your lifestyle and accept the weight you are at predicted non-dieting 
intentions, as did external attributions towards dieting failure (the diet’s fault) and 
self-efficacy to non-diet. These findings suggest that these are important 
considerations in forming non-dieting intentions. Surprisingly though, intentions and 
past behaviour did not predict actual non-dieting attempts, which suggests that 
behaviour may be influenced by more momentary processes such as self-identity. It 
also seemed that external attributions for dieting failure were more relevant to the 
prediction of non-dieting intentions for normal weight adults than they were for 
overweight/obese individuals, who might continue intending to diet due to their 
desire to lose weight (Thomas, Hyde, Karunaratne, Kausman, & Komesaroff, 2008). 
For overweight and obese individuals, BCLifestyle predicted intentions, suggesting 
that beliefs that they should strive for a healthy lifestyle and accept the weight you 
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 are at increase the likelihood of overweight/obese individuals forming intentions to 
eat healthily without dieting. The relationship observed between non-planning 
impulsivity and attempts at eating healthily without dieting can be related to the two 
studies previously adding impulsivity to the standard TPB predictors (Churchill, 
Jessop, & Sparks, 2008; Churchill & Jessop, 2011), which both found that 
impulsivity significantly contributed to the prediction of high-calorie snack 
avoidance over and above the standard TPB constructs. Our findings suggest, 
conversely, that scoring lower on the impulsivity subtrait non-planning predicted 
non-dieting behaviour for overweight and obese individuals. We speculate that this 
may be so because the perceived benefits of eating healthily are probably less 
tangible (i.e., no immediate weight loss or change in body shape) and any perceived 
benefits will take longer to observe, therefore suiting those who tend to make long-
term plans and be future-oriented. Further investigation of this area should ascertain 
whether attempts to undertake other health-promoting behaviours which have no 
immediate reward are associated with low impulsivity, and, in accordance with the 
suggestions of Hagger and Luszczynska (2013), should examine mechanisms for 
these findings.  
Comparisons between models 
 In the total sample for each model, the findings were not dramatically 
different, but for the observation that subjective norms was related to dieting 
intentions while it was not for non-dieting. The weight control beliefs concerning 
lifestyle were closer to being influential in predicting non-dieting intentions than 
weight control beliefs concerning weight were for dieting intentions. Our hypotheses 
for the direct prediction of behaviour were supported more strongly in the dieting 
model, with evidence that self-identity and self-efficacy predicts behavior directly 
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seemingly indicating that this post intentional phase is more important overall for the 
non-dieting model. This statement however, tends to obscure the widely varying 
relationships between intentions and behaviour that were observed in population 
subgroups. For instance, the intention-behaviour relationship was non-significant, 
albeit slightly, for women and overweight/obese individuals in both models, which 
may suggest that there are more influential post-intentional factors in these groups.  
In terms of self-identity, both models provided support for the inclusion of a 
broad, multi-faceted identity originating from our qualitative study. While for dieters, 
this identity consisted of being someone who diets, is concerned about their weight, 
and thinks of themselves as an overweight person, the non-dieting self-identity which 
predicted intentions concerned thinking of themselves as a healthy eater and 
someone who eats healthily without dieting. These findings support the application 
of identity theory (Stryker, 1968) in the context of both behaviours, and is consistent 
with the wealth of qualitative literature which has consistently identified self-identity 
as a variable of importance (Epiphaniou & Ogden, 2008; Lewis et al., 2011; Ogden 
& Hills, 2008; Sarlio-Lähteenkorva, 2000).    
Strengths and Limitations 
 This study possesses several limitations. All data were collected by self-
report, and there is evidence that the TPB is weaker at predicting behaviour which is 
relatively more objective than self-perceptions (Armitage & Conner, 1999). 
However, self-perceptions which influence behaviour are important, since clinicians 
and health promoters who have the objective of promoting each approach must 
understand, in the words of individuals, why they are motivated to adopt each 
approach. In either case, further research is necessary with objective measures of 
behaviour and desirably a longer follow-up period.  
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  In addition, although subjective norm successfully predicted dieting, it is 
possible that the influence of several different norms could conceivably influence 
dieting and non-dieting intentions. In addition to descriptive and injunctive 
subjective norms, which we measured, it is possible group norms (Parker, Manstead, 
& Stradling, 1995) are also predictive of dieting intention and behaviour, given that 
dieting is often undertaken in groups (Thomas, Hyde, Karunaratne, Herbert, & 
Komesaroff, 2008a), and excess weight has moral dimensions attached to it. In light 
of evidence that moral judgments are attached to body shape and weight loss 
(Dickins et al., 2011; Malterud & Ulriksen, 2011), it might be expected that personal 
moral norm (Parker, Manstead, & Stradling, 1995) might contribute to intentions to 
diet. Additionally, since the influence of subjective norm was observed only in the 
dieting model, we suggest that differences in autonomy might relate to these 
influences, with individuals low in autonomous motivation more inclined to diet and 
individuals high in autonomy inclined to eat healthily without dieting.  
 The measure of impulsivity used in this study is also generic in nature, and a 
measure specific to health-related domains could have more predictive power if it 
corresponds to the behavioural context under study. Our impulsivity measure also 
differs from that used in the studies by Churchill and colleagues (2008;  2011), and 
so efforts should be made to ascertain which measures of impulsivity are most 
closely related to self-reported dieting and non-dieting behaviours. Additionally, 
although our measure of dieting failure attributions did predict intentions and 
behaviour in some circumstances, a multi-item measure demonstrating internal 
consistency would be desirable for future studies.  
 Despite these limitations, we made efforts to recruit a community sample and 
tried to avoid recruiting undergraduate students. We also made efforts to recruit 
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males, give that they are underrepresented in research concerning lifestyle change 
and weight loss (Pagoto et al., 2012), even though, in Australia at least, more men 
are overweight or obese than women (ABS, 2013). The correlational design also 
assists in understanding why individuals may adopt either approach in a naturalistic 
setting, which is crucial, given that many individuals will make attempts to diet or 
non-diet without assistance from health professionals (Yoong, Carey, Sanson-Fisher, 
& D’Este, 2012). Additionally, the use of a theory-based decision model 
supplemented with non-reflective (impulsivity) and domain-specific (weight control 
beliefs) measures explained a considerable proportion of the variance in dieting and 
non-dieting attempts, and provided further support for the application and integration 
of these concepts in an Australian setting with adults, overweight and obese 
individuals, and males. Both models provided support for application of constructs 
from the TPB, identity theory, and locus of control framework, albeit in certain 
subgroups. 
Implications for practice 
While also considering attitudes towards each approach, health promoters and 
clinicians should keep in mind that they are, in effect, attempting to develop new 
identities for individuals during the process of behavior change (Rise, Sheeran, & 
Huckelberg, 2010). Interventions, on whatever level, should also bear in mind the 
need to facilitate the intention-behavior group through the provision of or assistance 
with plans. Interventionists should also consider fundamental weight control beliefs 
that individuals have when implementing lifestyle change programs since our 
findings suggest that these readily influence dieting and non-dieting intentions for 
certain subgroups.  
Conclusions 
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  In summary, this study suggests that dieting and non-dieting behaviours have 
different determinants, which also differ according to the subgroup under 
investigation. While attitudes are important across both behaviours, subjective norms 
appear more influential in the context of dieting. Self-efficacy is more influential to 
non-dieting behaviour than it is to dieting behaviour, while self-identity operated on 
both intentions and behaviour. These findings add further support for the utility of 
the TPB and identity theory in this area, while also supporting recent suggestions that 
impulsivity (or the absence of it) may play a role in predicting behaviour directly. 
Some aspects of the TPB, such as subjective norms and self-efficacy, were only 
partially supported. Beliefs that you should control your lifestyle and accept your 
weight were predictive of non-dieting intentions for females and overweight/obese 
individuals, while an effect for beliefs that you can and should control your weight 
on dieting intentions was only observed in men. Clinicians wishing to encourage 
dieting and non-dieting approaches should seek to promote these determinants.  
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 Chapter 8: General discussion and 
Conclusions 
Chapter 1 of this thesis highlighted that overweight and obesity is a serious 
public health concern, and delineated various positions on how best to respond to this 
epidemic. Chapter 2 detailed the epidemiology of obesity, including the physical, 
psychological, economic, and social consequences, detailed major public health 
initiatives recently undertaken, and summarised the evidence for the adoption of 
dieting and non-dieting paradigms in the treatment of overweight and obesity. 
Chapter 3 broadly outlined the methodology and research design, describing the 
continuities in participants, instruments, and procedures across the studies. Chapters 
4 to 7 presented the four studies in this thesis which examined the associations of 
each approach with general health and nutritional indicators and determinants of 
dieting and non-dieting approaches.  
Because I have already discussed the specific findings of each study in the 
respective papers, this chapter integrates the findings across the studies to avoid 
duplication. This chapter also describes the practical and theoretical implications of 
the present program of research, emphasising the implications for clinicians working 
with clients on an individual-level and public health practitioners wishing to 
encourage both approaches. This chapter concludes with a discussion of the 
strengths, limitations, future directions, and overall conclusions of the research.  
8.1 INTEGRATION OF KEY FINDINGS 
The overall aims of the research were to (1) understand their associations with 
general health and nutrition status in a general community sample in a naturalistic 
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setting and (2) understand the determinants of dieting and non-dieting approaches. 
These two aims were subdivided into four research questions:  
(1) Are dieting and non-dieting approaches differentially associated with 
brief health status and nutritional indicators? 
(2) What are the demographic determinants of dieting and non-dieting 
approaches? 
(3) What are the socio-cognitive determinants of dieting and non-dieting 
approaches? 
(4) Are these socio-cognitive determinants different for different population 
subgroups (males and females; normal weight, overweight, and obese) 
The first phase of this research, involving studies 1a and 1b, examined how 
these approaches were associated with demographic, health status, and nutrition 
indicators regularly measured in state and national health surveys. The second phase 
consisting of studies 2 and 3 examined the determinants of dieting and non-dieting 
using a combination of qualitative and quantitative research.  
8.1.1 Phase One: How are dieting and non-dieting associated with demographic, 
health status and nutrition indicators? 
Recent studies have compared dieting and non-dieting adults on a range of 
variables (see Van Dyke & Drinkwater, 2013, for a review pertaining to intuitive 
eating). The aim of this phase of the research program was to understand which 
demographic factors were associated with dieting and non-dieting approaches and to 
determine if these approaches were differentially related to general health status and 
nutrition indicators. Given the importance of the two paradigms as viable weight 
management strategies for normal weight, overweight, and obese adults, their 
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of the concomitants of each approach. 
Study 1a was a secondary analysis of demographic, health status, and nutrition 
indicator variables recently collected from a state-wide survey in Queensland. The 
objective of this analysis was to not only build on previous research examining 
moderators of the relationship between distress and diet (e.g., Kiviniemi, Orom, & 
Giovino, 2011), but to inform variable selection for study 1b models to appropriately 
adjust for variables which could conceivably influence nutrition indicators. Given the 
well-documented psychological consequences of obesity (e.g., Luppino et al., 2010), 
I focused specifically on psychological distress in this study because the measure 
used to assess psychological distress strongly discriminates between community 
cases and non-cases of disorders diagnosed according to the Diagnostical and 
Statistical Manual-Fourth Edition (DSM-IV) and the Structured Clinical Interview 
for DSM Disorders (SCID) (Kessler et al., 2002). Slade, Grove, and Burgess (2011) 
used data from the 2007 Australian National Survey of Mental Health and Wellbeing 
to calculate stratum-specific likelihood ratios (SSLRs) that indicated the likelihood 
of individuals with and without a target disorder (e.g., anxiety or depression) having 
scores in a certain K10 stratum. The results of their study suggested that the SSLRs 
provided valuable information in ruling in a diagnosis of a mental disorder, 
specifically at high or very high levels of psychological distress. Given that mental 
disorders are inherently undesirable, and that psychological distress is an indicator of 
these mental disorders, it is important to assess whether dieting or non-dieting is 
more strongly associated with psychological distress in this thesis.   
 Fruits, vegetables, and takeaway consumption were the dependent variables of 
interest. This was important in light of evidence that increased intake of low energy-
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dense foods such as fruit and vegetables and limiting high energy-dense snacks and 
food (e.g., takeaway) is likely to be somewhat effective for weight loss (NHMRC, 
2013b). Additionally, much of the burden of disease in Australia arising from poor 
nutrition is due to excess intake of energy-dense and relatively nutrient-poor foods 
high in energy, saturated fat, and added or refined sugars or salt, and/or not enough 
consumption of nutrient-dense goods such as fruit and vegetables (NPHP, 2001; 
NPHT, 2009). Therefore, I analysed the relationship of fruit, vegetable, and 
takeaway consumption to dieting and non-dieting approaches to see if either 
approach was associated with more favourable reporting of nutrition status. These 
findings have implications for nutrition practitioners considering whether to promote 
these approaches in their patients. 
Findings differed across models. In the fruit consumption model, psychological 
distress was significantly and inversely related to sufficient fruit consumption. This 
is consistent with longitudinal research that has observed reduced depressive 
symptoms among women who consumed sufficient fruit per day (Mihrshahi, 
Dobson, & Mishra, 2014). No such relationship existed between distress and 
sufficient vegetable consumption, a finding also consistent with that of Mihrshahi 
and colleagues. Adults reporting high to very high psychological distress did have 
significantly greater odds of reporting takeaway consumption once a week or more. 
This is consistent with the findings of Jeffery et al. (2009) who found that those 
reporting depressive symptoms had lower odds of consuming low-calorie foods. 
Moderators of the relationship between distress and each nutrition indicator were 
mainly demographic, and consisted of different ages, area-level socio-economic 
status and income. Health status variables which moderated the influence of distress 
on nutrition indicators included body mass index and diabetes status. Previously, 
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 gender (Neumark-Sztainer) and ethnicity (Kiviniemi, Orom, & Giovino, 2011) have 
been identified as moderators of the relationship, and so I added to the literature by 
finding evidence of moderation for these extra variables. These findings suggested 
that I should examine whether psychological distress moderated the relationship 
between the dieting/non-dieting variable and nutrition indicators in study 1b. 
Additionally, I sought to replicate the moderator findings concerning the relationship 
of distress to nutrition indicators. Unfortunately, the sample size recruited in study 1b 
in most cases did not permit such fine-grained analysis. The sample did however 
permit me to examine whether the relationship between dieting/non-dieting and 
nutrition indicators differed by level of psychological distress, although this 
moderator were not significant. Furthermore, arguably due to the homogeneity of a 
group who are either actively dieting or non-dieting, no groups had significantly 
greater odds of reporting sufficient fruit consumption. In the context of this thesis 
then, study 1b suggests that whether someone is dieting or non-dieting is less 
important in predicting fruit consumption.  
Consistent with study 1a, the vegetable consumption model in study 1b did not 
observe associations between vegetable consumption and the independent variable of 
psychological distress. Dieters did not have significantly greater odds of reporting 
sufficient vegetable intake than non-dieters either. Because no effect of distress was 
observed in study 1a, these interactions were not tested in study 1b. I speculate that 
the absence of findings here may be because relatively few individuals report 
consuming sufficient vegetables per day. However, since the numbers of those 
reporting sufficient vegetable consumption are small, this suggests that social 
desirability bias, in the form of reporting sufficient vegetable consumption, may not 
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be as much of an issue. In any case, this is potentially a bias which affects dieters and 
non-dieters in equal measure.  
In terms of our main analysis, study 1b did find that, after adjustment for the 
significant variables from study 1a, dieters had significantly greater odds of reporting 
consuming takeaway once a week or more than non-dieters. This is consistent with 
the findings of Jeffery et al. (2009) who found that those reporting depressive 
symptoms had lower odds of consuming low-calorie foods. The fact that this 
relationship has been observed in the literature and was observed in both state-wide 
and convenience samples indicates that the finding is relatively robust. 
In summary, the findings from study 1a and 1b indicate that psychological 
distress is a significant predictor of nutrition status only in the state-wide analysis 
(study 1a) for fruit consumption, and does not reach significance in the sample of 
dieters and non-dieters in study 1b. The effects of distress on these nutrition 
indicators are nullified in a sample consisting only of individuals dieting or non-
dieting. In these dieting and non-dieting models, gender, age, and education appear 
more important than distress in predicting nutrition indicators. I found mixed support 
for the benefits of one paradigm over another, with dieting more favourably 
associated with low fat milk consumption but less favourably associated with 
takeaway consumption frequency. Necessary follow-up studies to further clarify this 
relationship are discussed in the future research section. 
8.1.2 What are the determinants of dieting and non-dieting? 
Study 2 
Recent Australian studies have suggested that secondary prevention strategies 
to help facilitate healthy, non-dieting approaches for those individuals who are 
already overweight or obese are required because obese individuals respond more 
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a focus on weight loss (e.g., Lewis, Thomas, Hyde, Castle, Blood, & Komesaroff, 
2010; Thomas et al.; Thomas, Hyde, Karunaratne, Kausman, & Komesaroff, 2008). 
In a recent qualitative paper, Dickins, Thomas, King, Lewis, and Holland (2011) 
examined the role of an online fat-acceptance community in promoting a model of 
empowerment focused on health and well-being rather than weight loss. While 
various studies have been conducted to understand the predictors of dieting 
behaviour (Gardner & Hausenblas, 2004; 2006; Hagger Chatzirantis, & Harris, 2006; 
Nejad, Wertheim, & Greenwood, 2004; 2007; Povey, Conner, Sparks, James, & 
Shepherd, 2000; Smith-McLallen & Fishbein, 2008; 2011), no research has been 
conducted on the determinants of non-dieting approaches. 
This phase of the research program therefore built on the findings of these 
previous studies by specifically examining the social and cognitive determinants of 
non-dieting approaches relative to dieting approaches. The first study used an 
inductive qualitative methodology to develop a model and the second study used a 
quantitative deductive methodology to test the model. In the second study, I also 
examined if this model differed for men and women and for normal weight adults 
compared to adults who are overweight and obese. Together, these studies 
demonstrated that socio-cognitive factors were relevant to the prediction of dieting 
and non-dieting intentions and behaviour across the two studies. However, the non-
dieting model differed from the dieting model in study 3 insofar as both self-efficacy 
and self-identity predicted non-dieting behaviour directly, and almost as strongly as 
intentions. Povey, Connor, Sparks, James, & Shepherd (2000) found that people with 
a high intention to consume a low-fat diet had lower fat intake. Although 
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conceptually our measures of dieting differed slightly, our findings concur with 
theirs insofar as we also observed that self-efficacy predicted behaviour directly.  
Quotes from participants in the qualitative study suggests that a healthy 
identity guided decision-making in certain situation contexts (e.g., what would a 
healthy person do here?) and steered decision-making away from decisions which 
would be consistent with that of a dieting identity. Therefore, these two studies in 
concert identified and explained this direct relationship between self-identity and 
non-dieting behaviour.  
The finding that self-identity was predictive of intention for dieters rather 
than non-dieters is consistent with Hagger and Chatzirantis (2006) who found that 
self-identity significantly predicted intention to watch one’s diet. Our finding also 
suggests that self-identity exerts more influence on intentions to diet rather than 
dieting behaviour directly, and this may be because the link between intentions and 
behaviour is stronger for the overall sample of dieters than it is for non-dieters. The 
finding that subjective norm is more important for the prediction of dieting than non-
dieting intentions is consistent with study 2, in which participants opposed to dieting 
and identifying as non-dieters more strongly exhibited behaviour independent of the 
influence of others. Four studies have found subjective norms to be a significant 
predictor of the intention to diet (Gardner & Hausenblas, 2006; Hagger, 
Chatzisarantis, & Harris, 2006; Nejad, Wertheim, & Greenwood, 2004; Smith-
McLallen & Fishbein, 2008), and therefore this finding is not surprising.  
A role for self-efficacy (belief in one’s ability to eat healthily without dieting) 
was observed in the prediction of non-dieting behaviour but not dieting behaviour. 
To my knowledge, the only existing study in the context of dieting behaviour (Povey, 
Conner, Sparks, James, & Shepherd) observed an inverse relationship between self-
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 efficacy and the consumption of a low-fat diet (i.e., higher self-efficacy = diet lower 
in saturated fat). These findings in the context of non-dieting behaviour are therefore 
new and suggest that the self-efficacy construct is of relevance to this relatively more 
recent behaviour. The qualitative study again informed this finding by indicating that 
individuals who did not feel knowledgeable and confident in one’s ability to 
formulate eating plans (low non-dieting self-efficacy) tended to rely on diet plans 
which were already well-established. Conversely, individuals who exhibited stronger 
self-efficacy to eat healthily without dieting still relied on advice from doctors and 
guidelines but spoke of a core of knowledge to help implement changes. These 
findings seem to account for the direct relationship between self-efficacy and non-
dieting behaviour, suggesting that post-intentional models like the Health Action 
Process Approach (Schwarzer, 1992) may be more applicable to non-dieting than 
dieting behaviour.  
Interpretation of the subgroup analyses in study 3 can also be facilitated by 
the findings of the qualitative study along the lines of gender. I found that self-
identity predicted dieting behaviour directly for women, while intentions did not. Our 
qualitative quotes concerning identity were all expressed quite articulately by 
women, which suggest that identity was a stronger driver of dieting behaviour and 
more salient to women than men, supporting study 3’s findings. Previous studies 
have not observed a direct link between self-identity and dieting behaviour (Hagger, 
Anderson, Kyriakaki, & Darkings, 2007). These findings support the role of identity 
reinforcing momentary dieting behaviour that is consistent with this identity (see 
Hagger, Anderson, Kyriakaki, & Darkings, 2007), which may also help to explain 
why non-planning was almost significant in this analysis in influencing behaviour 
directly.  
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For the non-dieting model in study 3, the finding that self-identity no longer 
predicted behaviour for males is consistent with and informed by the qualitative 
study in the sense that identity appeared to be more salient for women in considering 
both dieting and non-dieting. As noted earlier, this finding is consistent with other 
studies that have observed no effect of identity on behaviour (e.g., Hagger, 
Anderson, Kyriakaki, & Darkings, 2007). This is presumably because the influence 
of self-identity on behaviour is largely mediated by the effect of behavioural 
intentions on behaviour (for a review, see Rise, Sheeran, & Hukkelberg, 2010). 
The fact that the qualitative study noted that females were influenced by others 
while males acted a little more autonomously in this context may also help to explain 
why subjective norms was a significant predictor of non-dieting intentions for 
females. Previously, most studies in the literature that find an effect of subjective 
norms on intentions have been conducted in female populations (e.g., Gardner & 
Hausenblas, 2006a; Nejad, Wertheim, & Greenwood, 2004). The influence of beliefs 
that you can and should control your lifestyle on non-dieting intentions was 
consistent with the qualitative study which elicited this theme from women. This 
measure has not been used in the literature to predict non-dieting behaviour and 
therefore this study indicates that the construct is relevant. The findings that self-
efficacy and attributing the failure of diets to the diet itself predicted dieting intention 
were also elicited by women in the qualitative study which may explain why they 
were only significant for this subgroup. Self-efficacy has previously been found to be 
a relevant predictor of dieting intention in the study by Povey, Conner, Sparks, James 
and Shepherd (2000). The fact that self-identity was only a significant predictor of 
behaviour in women is also consistent with the salience of the identity quotes, and 
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when faced with momentary decisions concerning eating healthily without dieting.  
Collectively, findings from these two studies support the findings of previous 
identity-related research in this area describing the notion of a shift in identity, albeit 
in other studies during a weight loss journey (English, 1993; Epiphaniou & Ogden, 
2010; Ogden & Clementi, 2010; Ogden & Hills, 2008; Särlio-Lahteenkorva, 1998; 
2000; 2001). Some elicited constructs from the qualitative study such as attitudes and 
the influence of others to diet were also consistent with the recent qualitative studies 
conducted in Australia with primarily obese individuals (Thomas, Hyde, 
Karunaratne, Kausman, & Komesaroff, 2008). 
In summary, studies 2 and 3 identified several determinants of both dieting and 
non-dieting approaches. The qualitative study provided the most nuanced illustration 
of these determinants and study 3 clarified how important these determinants were 
on a larger scale and across different population subgroups.   
8.2 PRACTICAL CONTRIBUTIONS 
The findings of this research have practical implications for clinicians, health 
promoters, and public health practitioners wishing to promote dieting and non-
dieting approaches on an individual and population level.  
8.2.1 Implications for clinicians 
Overall, our findings from studies 1a and 1b are mixed in terms of nutrition 
indicators. Collectively they suggest that a holistic examination of whether dieting or 
non-dieting is beneficial for an individual or group should give consideration to all 
nutrition indicators. Since type of milk consumed is a proxy indicator for fat intake, 
it may be that dieters are more averse to high-fat products than non-dieters. However, 
the greater effort and restriction required to follow a calorie-restrictive diet may 
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mean that takeaway is consumed more often by dieters than non-dieters. Detailed 
examination in clinical settings by dietitians is therefore necessary to determine 
whether a pattern of dieting or non-dieting behaviour is more favourable for an 
individual. With regards to psychological distress, given that it may be associated 
inversely with favourable nutrition indicators, dietitians should work alongside 
mental health practitioners to assess what impact distress may have on nutrition and 
if an amelioration of distress is associated with favourable dietary outcomes. The 
findings of the fruit consumption model indicate that the inverse relationship 
between distress and sufficient fruit consumption is only present in adults aged 18-34 
and 35-49 years which indicate that dietitians or other health professionals seeking to 
promote sufficient fruit consumption should specifically consider the role of distress 
in these two age groups. Furthermore, the relationship between distress and sufficient 
vegetable consumption was significant only in adults who were obese, indicating that 
they should be the focus of interventions focusing on distress and vegetable 
consumption in tandem. Efforts to reduce takeaway and its association with distress 
should focus specifically on younger adults, adults from SEIFA Quintile 4, adults in 
the lowest income bracket earning < $20,000 a year, adults of a normal weight status, 
and adults without diabetes. This suggests that dietitians and psychologists should 
screen for these demographic factors to identify whether a relationship between 
distress and takeaway consumption might exist. It should also be kept in mind that 
females and adults who are overweight or obese already have greater odds of dieting 
rather than non-dieting, which conversely means that non-dieting approaches should, 
as expected, be more familiar to males and adults of a normal weight status.   
For clinicians who perceive that calorie-restrictive diets are appropriate and 
advisable for their clients, studies 2 and 3 suggest that they will need to address any 
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negative connotations for some adults in study 2, while study 3 observed that attitude 
was the strongest predictor of dieting intention. Furthermore, it is apparent across 
both studies that the influence of others is relevant, more so for normal weight adults 
(dieting model) and females (non-dieting model), which indicates that the norms of 
important others should be considered when working with these subpopulations. 
The finding that dieting self-identity, or thinking of oneself as a dieter, 
overweight person, or weight-concerned person predicted dieting intentions could 
potentially be beneficial or counterproductive. It seems that an individual may form 
intentions to diet on the basis of it being part of their identity. This suggests that 
clinicians should screen for past history and self-identity as a dieter to predict future 
dieting behaviour in women. Efforts to modify self-identity, perhaps through 
possible selves interventions based on possible selves theory (e.g., Murru & Martin 
Ginis, 2010) may serve as useful adjuncts to existing interventions and address 
identity-related issues which influence the repetition of undesirable behaviour.  
It seems that males might be less influenced to form dieting intentions from 
beliefs that others think they should diet (injunctive norms) and by observing others 
dieting (descriptive norms). This indicates that dieting interventions targeted at males 
should not focus overly on normative elements and should instead focus on 
encouraging beliefs that men can and should control their weight (BCWeight), a 
factor which may precede dieting behaviour. For females, in this sample at least, 
these normative influences were also not relevant, but practitioners should be 
mindful that self-identity did have a direct role in predicting dieting behaviour, and 
accordingly use clinical discretion to establish whether these identity-related beliefs 
may be beneficial or harmful in the pursuit of dieting. Clinicians should also consider 
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that subjective norms may not be as influential for overweight and obese adults as it 
is for normal weight, while the large intention-behaviour gap for some groups 
(women and overweight/obese adults) suggests that consideration must be given to 
interventions which use empirically supported mechanisms for bridging the 
intention-behaviour gap, such as action planning, coping planning (Schwarzer, 
1992), and implementation intentions (Gollwitzer, 1999). 
For clinicians wishing to encourage non-dieting approaches in their clients, I 
again suggest that, on the whole, consideration should be given to attitudes towards 
this behaviour, and efforts to promote behavioural attempts should focus on 
increasing confidence towards non-dieting and developing and promoting the healthy 
eater identity, which appears to be more influential for females than males. Notably, 
clinicians would also have to be mindful of working with clients to eliminate or 
moderate the effects of a dieting identity which could be counterproductive in the 
pursuit of a non-dieting paradigm since it appears to reinforce dieting intentions and 
behaviour. For practitioners working with females, it also appears that they should 
work to promote the beliefs of significant others that eating healthily without dieting 
is beneficial for the individual (injunctive norms) and is also something they practice 
(descriptive norms). To promote non-dieting intentions in women, these practitioners 
should also focus on cultivating beliefs that women should strive for a healthy 
lifestyle and accept the weight they are at (BClifestyle), while also increasing 
confidence in their ability to non-diet (self-efficacy) and locating the failure of 
previous diets as a factor outside the individuals’ control (the diet’s fault, not the 
individuals). Given that intention did not predict behaviour in females, efforts should 
once again be made to incorporate the aforementioned interventions which bridge the 
intention-behaviour gap for non-dieting. Furthermore, attempts to increase self-
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adults, while efforts to promote non-dieting intentions and behaviour in overweight 
and obese adults may be improved by increasing beliefs in striving for a healthy 
lifestyle and accepting weight to influence intention, and planning to assist in actual 
behavioural attempts to diet.  
8.2.2 Implications of findings for public health  
It seems that broad-based messages should focus on making efforts to address 
the intention-behaviour gaps which were observed in this study and identified in 
feedback from evaluation of the nationwide campaigns (GfK Bluemoon, 2010). One 
example of this is the Swap it Don’t Stop it campaign mentioned earlier, which 
provides numerous meal planners and checklists to bridge the gap between intention 
and behaviour (see http://swapitqld.org.au/media/7805/12-week-planner.pdf). This 
will be important so that intentions to diet or non-diet can be translated into actual 
attempts at behaviour. Given the complexity of findings from this thesis, it is likely 
that simplistic interventions such as “Swap it Don’t Stop it” may not fully capture 
the complexity of determinants of dieting and non-dieting for different subgroups. 
This suggests that interventions should be flexible and user-guided, enabling the user 
to tailor treatment based on what is most appropriate to them. 
These findings also suggest that public health interventions should consider 
attitudes, subjective norms, self-identity, self-efficacy, and beliefs about weight or 
lifestyle as constructs that play a critical role in the adoption of behaviour. Therefore, 
any attempts to change behaviour on a population basis should consider modifying 
these constructs. Given that findings varied across population subgroups, public 
health practitioners should also plan interventions which can be tailored according to 
individual preferences or individuals’ perceived sources of influence on behaviour. 
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Although this is a difficult exercise, online public health campaigns that are user-
guided enable a degree of tailoring, so they may be a good place to start to target 
people who have access to the internet. Study 1a findings indicate that public health 
interventions targeting psychological distress and its link with fruit consumption 
should focus specifically on interventions targeted at adults aged 18-34 and 35-49, 
since these were the two groups for which distress was inversely and significantly 
related to fruit consumption. Furthermore, a significant and inverse relationship 
between distress and sufficient vegetable only existed for adults classified as obese, 
indicating that efforts to ameliorate distress in this population subgroup might also be 
beneficially linked with sufficient consumption of vegetables. Public health efforts to 
reduce the influence of distress on the frequency of takeaway consumption should 
focus on reaching adults aged 18-34, adults living in Quintile 4 socio-economic 
areas, adults earning < $20,000 a year, normal weight adults, and adults who have 
not been told they have diabetes.  
Theoretical contributions 
Studies 2 and 3 specifically make several unique contributions to the theories 
employed. Although study 2 began with an inductive approach as this was deemed 
most appropriate to ground the findings in the experiences and perspectives of adults 
who were overweight and obese, the fact that this study elicited several constructs 
commonly measured in the theory of planned behaviour lends support for the 
application of this theory in adults who are overweight or obese (study 3 sample). 
Although the student does have previous experience with this particular theory, 
efforts were made to measure the constructs elicited from study 2 as closely as 
possible, and accordingly the perceived control construct of the theory was not 
utilised in study 3. The theme of focus on weight versus focusing on health from 
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control framework from Rotter’s social learning theory.  
Study 3 demonstrates that constructs from the theory of planned behaviour, 
identity theory, and social learning theory were relevant in this context to the 
prediction of both dieting and non-dieting behaviours. Although there has been 
previous literature looking at predicting dieting with the theory of planned behaviour, 
most of these studies have been conducted with adolescents, undergraduate students, 
women only, or have used a more ambiguous measure of dieting (Hagger, 
Chatzisarantis, & Harris, 2006; Nejad, Wertheim, & Greenwood, 2004; 2007; Povey, 
Conner, Sparks, James, & Shepherd, 2000). Gardner and Hausenblas (2004), in an 
intervention based on the TPB specifically with overweight women, found intention 
to be the only significant predictor of 1-month adherence to a low-calorie diet. In a 
subsequent study, they also found that instrumental attitude, subjective norm, and 
perceived behavioural control all predicted dieting intentions in a sample of 117 
overweight women (Gardner & Hausenblas, 2006). 
My findings extend these by indicating that the TPB is relevant to the 
prediction of both dieting and non-dieting intentions and behaviour, in males, and 
including those who are overweight and obese. Furthermore, the findings indicate 
that some constructs (e.g., subjective norm) are differentially associated with 
intentions across population subgroups for both behaviours, suggesting that the 
influence of gender and BMI status should be considered in applications of the TPB 
in this behavioural domain.  
Unfortunately, there was only slight support for the addition of a measure of 
impulsivity (non-planning) to the TPB, which neared significance in some 
subsamples but only actually reached conventional levels of significance in the 
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sample predicting non-dieting behaviour among obese adults. Here, I observed that 
planning as a sub-trait (i.e., low levels of impulsivity) predicted the enactment of 
non-dieting behaviour, which was consistent with hypotheses. Two previous 
prospective studies have found that impulsivity does contribute to the prediction of 
snacking behaviour (Churchill, Jessop, & Sparks, 2008; Churchill & Jessop, 2011), 
so in contrast our mostly null findings might reflect the likelihood that dieting is still 
a more reasoned and planned behaviour than snack food consumption. Alternatively, 
the null findings could be because of the measure selected, an issue I will describe in 
the strengths and limitations section.  
The weight control belief items were predictive of intentions in some 
subsamples (men, women, overweight and obese adults) across both behaviours, 
indicating that the locus of control framework articulated in Rotter’s social learning 
theory has relevance specifically in this context – both in terms of internal locus of 
control. Finally, constructs based on identity theory were also relevant to the 
prediction of both intentions and behaviour across the two models, suggesting that 
this theory is a useful augmentation of the TPB for both behaviours.  
8.3 STRENGTHS AND LIMITATIONS 
I have addressed the strengths and limitations of each paper in their respective 
discussions, so this section focuses on the overall strengths and limitations of the 
program of research in general. Overall, this research has several strengths. Firstly, 
each study collected data in a naturalistic setting without manipulating variables. 
This is important since previous literature indicates that many weight regulation and 
lifestyle change attempts will occur in naturalistic settings in an uncontrolled manner 
(see Siu, Giskes, & Turrell, 2011; Yoong, Carey, Sanson-Fisher, & D'Este, 2012; 
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 2013). Therefore, this program of research possesses ecological validity in the sense 
that it is likely to be somewhat representative of what happens in everyday life. 
Second, I used an inductive grounded theory in study 1 in an attempt to ground 
the findings in the perspectives of experiences of overweight and obese adults. This 
methodology allowed me to respond flexibly to themes from the narratives of 
participants, by adding in new questions as areas of investigation emerged from the 
data. This methodology also allowed me to employ theoretical constructs in a 
subsequent study, without making the assumption that this theoretical framework 
would be applicable. Although it may be argued that an approach focused on belief-
elicitation specifically related to a theory may have been an appropriate methodology 
for this qualitative study, I feel this would have limited the richness of the data which 
was elicited and minimized the depth and complexity of perspectives that individuals 
provided in the semi-structured interviews.  
Third, I made particular efforts to recruit males, especially for studies 2 and 3, 
since they generally appear to be underrepresented in non-dieting studies and 
lifestyle weight loss interventions (see King, 2001; Pagoto et al., 2012). Although I 
did not study trials or programs per se, the studies were informative in indicating that 
the relationships observed for women are not necessarily the same for men. Indeed, I 
perceived gender differences in the qualitative study, and observed differences 
between men and women in study 3. I also made efforts to recruit a community 
sample in study 1b and 3 in an attempt to extend the applicability of these findings 
beyond student samples that are typically recruited.  
Fourth, the qualitative and quantitative designs employed for studies 2 and 3 
provided differential insight into the determinants of each approach, with study 3 
also permitting subgroup analyses by gender and BMI status. The prospective design 
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in study 3 also enabled me to state more confidently that these socio-cognitive 
variables predict behaviour, rather than making this inference based on associations 
in cross-sectional data.  
Fifth, I used a standard definition of dieting proposed by the National Task 
Force on the Prevention and Treatment of Obesity (2000), which has been adopted in 
recent reviews of the effects of dieting on eating disorders (Butryn & Wadden, 2005) 
and weight loss (Mann et al., 2007). The validation undertaken on the dieting and 
non-dieting dependent variables in studies 1b and 3 supported the definition of this 
target behaviour, indicating that these items were related to calorie restriction, weight 
loss, altering body shape, eating healthily, body image acceptance, anti-dieting 
beliefs, and intuitive eating in a manner that was expected. 
Lastly, the choice of measures in study 1b and 3 was also consistent with our 
goal to enable a degree of comparability between the short questions regularly 
measured in state and national health surveys in Australia and this university-based 
study, in the event that the questions used in future state and nation-wide surveys are 
framed in the same way. The wide range of measures utilised also enabled me to 
compare dieters and non-dieters on several of these indicators, providing an overall 
impression of whether one approach may be more favourable than the other.  
 Several limitations must also be kept in mind when assessing the overall 
contribution of this program of research. Firstly, although I recruited a community 
sample, this sample is not representative of the Australian population and therefore 
provides an understanding of the relationship between these variables in samples 
who are relatively well-educated, of higher socio-economic status, and residing in 
urban areas. However, the findings within this sample may still be important in the 
sense that socio-economically advantaged groups are more likely to engage in weight 
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 control attempts than more disadvantaged groups (Siu, Giskes, & Turrell, 2011). 
Weight control efforts also appear to be more common in adults with higher levels of 
education (Siu, Giskes, & Turrell, 2011; Yoong, Carey, Sanson-Fisher, & D'Este, 
2013). 
Secondly, the short questions on food habits that I have used in this survey are 
considered proxies for more comprehensive methods like 24-hour food recalls. As 
noted by Marks, Webb, Rutishauser, and Webb (2001), these questions only provide 
limited, less specific information on aspects of food intake and food habits compared 
to data collected from detailed dietary surveys. The findings here then are thus in 
need of substantiation through future research which I discuss below. The questions 
were however beneficial for the purpose of our research, since they potentially 
enable larger sample sizes, make fewer demands on respondents, are inexpensive to 
collect, and are less likely to be influenced by a complex food supply and increasing 
tendencies to consume takeaway (Marks et al., 2001). In the context of this program 
of research, I was unable to assess nutrition more comprehensively due to time 
constraints which would have arisen from a third period of data collection. 
Thirdly, BMI was used throughout this thesis to classify overweight and 
obesity and compare these individuals to adults in the normal weight range. As a 
measure the BMI has limitations, and is less accurate for assessing a healthy weight 
in certain groups which have variations in muscle and fat mass (NHMRC, 2013a). As 
an example, BMI can overestimate body fat in athletic populations and underestimate 
body fat in older populations. The NHMRC (2013a) notes that people with high 
muscle mass such as athletes may have a lower proportion of body fat than less 
muscular people, so therefore a higher BMI threshold can be considered. 
Additionally, people lose lean tissue with age so an older person will have more body 
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fat compared to a younger person despite having the same BMI. Furthermore, 
although it is generally agreed that having a BMI ≥ 30 is associated with increased 
risk of mortality and obesity-related comorbidities, there is debate in the literature as 
to whether being overweight (BMI 25-29.99) is that detrimental relative to being in 
the normal weight range (BMI 18.5-24.99)(cf. Flegal, Kit, & Graubard, 2013; 
Willett, Hu, & Thun, 2013). In light of this debate, and the Australian guidelines, the 
most appropriate methodology would have used a measure of waist circumference in 
addition to BMI to further assess the risk of obesity-related comorbidities.  
8.4 FUTURE RESEARCH DIRECTIONS 
Based on these limitations identified above, there are several future directions 
for research based on the two phases of studies conducted. Although I have provided 
evidence of convergent and discriminant validity for the measures of dieting and 
non-dieting I used in our study, it will be important to note specifically how these 
items were interpreted by participants so health professionals can understand how 
dieting and non-dieting approaches are understood in lay terms. As part of this study, 
I collected qualitative data from individuals who responded that they were dieting or 
non-dieting by asking them to report what strategies or approaches they had used. 
Inductive content analysis of these responses will provide a better understanding of 
what participants really mean when they say they have adopted an approach.  
In terms of study 3 specifically, the addition of other measures of impulsivity, 
like the impulsivity dimension of urgency identified as relevant to the prediction of 
snacking behaviour (Churchill, Jessop, & Sparks, 2008; Churchill & Jessop, 2011), 
could possibly contribute to decisions to diet or non-diet in future studies. As I have 
mentioned in the relevant manuscript, it is possible that the normative influences are 
broader than the construct of subjective norms which I looked at in study 3. 
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 Subjective norms is generally observed to be a weaker predictor of intention than 
other constructs (Armitage & Conner, 2001), and future studies could also look at the 
influence of group norms (Terry & Hogg, 1996) and personal norms (Parker, 
Manstead, & Stradling, 1995). For example, personal norms are potentially relevant 
since Thomas, Hyde, Karunaratne, Herbert, and Komesaroff (2008) have noted that 
obese individuals feel an individual responsibility to lose weight. Additionally, they 
note they dieting is often undertaken in a group which would indicate that group 
norms might also be relevant. Further analysis could also be undertaken to establish 
whether descriptive (i.e., what significant others think the person ought to do) or 
injunctive (i.e., what significant others themselves do) norms are more important for 
each behaviour; since they can have differential effects (see Rivis & Sheeran, 2003).  
To extend the findings of phase two of the research, a large, longitudinal 
design which compares different groups of dieters (e.g., low-calorie, low-
carbohydrate, and low protein) and different groups of non-dieters (e.g., intuitive 
eaters, competent eaters, those who more broadly eat healthily without dieting) on a 
range of demographic, behavioural, nutritional health status variables would be 
informative. This type of study would permit stronger inferences to be made about 
which approach (and ideally, which sub-approach) is more beneficially related to 
overall indices of health and well-being. Building on the limitations identified with 
this program of research, this design would ideally use more extensive measures of 
dietary intake, specific measures for depression and anxiety, and salutogenic 
measures focusing on well-being to assess and compare the overall health of dieters 
and non-dieters.  
In terms of interventions, it appears that efforts to promote fruit and vegetable 
consumption and reduce takeaway consumption should also focus on ameliorating 
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psychological distress. These interventions focusing on distress and nutrition 
indicators in tandem should also target specific population subgroups based on the 
findings observed, including certain age groups, BMI subgroups, income subgroups, 
area-level socio-economic groups and diabetes status groups. Efforts to promote 
dieting and non-dieting approaches in interventions should target the constructs 
underlying intentions and behaviour for the relevant subgroups, and a holistic 
consideration of nutritional (fruit, vegetables, takeaway, and type of milk consumed) 
and psychological indicators (level of psychological distress) should be the focus of 
interventions comparing the two approaches.  
8.5 SUMMARY AND CONCLUSIONS 
This thesis examined in depth the socio-cognitive determinants of dieting and 
non-dieting approaches, demographic associations with each approach, and whether 
one approach was more favourably associated with general health and nutrition status 
indicators. The socio-cognitive determinants were studied because they are 
modifiable, while the general health and nutrition status indicators give an overall 
indication of the relative benefits and detriments of each approach. These findings 
will assist practitioners to implement each approach for suitable populations to 
encourage healthy eating and weight control.  
This thesis makes a contribution to the literature in several ways. First, I have 
demonstrated that the determinants of both approaches appear to be different in some 
cases, particularly when population subgroups (gender and BMI status) are under 
investigation. Second, I observed that a large proportion of Australian adults in this 
sample report that they are currently non-dieting, and these adults have greater odds 
of being male and normal weight. Conversely, females and overweight and obese 
adults had greater odds of dieting. I also found that relative to non-dieters, dieters in 
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 this sample had greater odds of reporting high to very high distress. Our findings also 
indicated that these approaches are differentially related to the frequency of takeaway 
consumption and type of milk usually consumed, while no differences were observed 
in terms of sufficient fruit or vegetable consumption. Collectively these findings 
indicate that the proportion of individuals engaging in either approach is high, and 
interventions encouraging dieting or non-dieting will need to holistically consider 
indices of nutrition and psychological well-being. This approach is necessary since 
nutritional and psychological indicators of health are not necessarily all positively 
related to one approach.  
In summary, I have conducted a series of qualitative and quantitative studies to 
understand why Australian adults diet or non-diet, who follows each approach, and 
how this is associated with nutrition and health status indicators. These findings are 
important to understand and encourage Australian adults to engage in appropriate 
practices to maintain health and weight.  
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Chapter 10: Appendices 
Appendix A. Study 1a questionnaire 
2009 General Population Self-Reported Health Status Survey 
Final Implemented Questionnaire v11 
27 January 2009 
Target population: all aged 18 years and over 
Introduction- abridged version All Respondents 
 
Rsex: (INTERVIEWER: What is the sex of the respondent? 
Do not ask this question aloud. 
If unsure say: “As this interview is being conducted over the phone, I need to ask are you 
male or female?”) 
1 Male 
2 Female 
3 Refused 
If (answer = 3) exit interview 
 
Dem1a: Some of the questions in the interview are only relevant to people of particular ages. 
So that I only ask you 
the appropriate questions, could you please tell me your date of birth? 
(INTERVIEWER: If respondent is hesitant about answering this question say: "We ask date 
of birth 
because most people find it easier to remember their date of birth than their age."). 
1 Gave date of birth - type in date 
2 Refused to answer 
if (answer = 1) skip to L1a 
If (answer = 2) skip to Dem1b 
 
Dem1b: Well, could you please tell me: what was your age last birthday? 
1 Gave exact age - type in age 
2 Refused to answer 
if (answer = 1) skip to L1a 
If (answer = 2) skip to Dem1d 
 
Dem1d: Would you be willing to say which of the following categories your age is in? 
(INTERVIEWER: Read out highlighted categories 1 to 14) 
1 18-19 years 
2 20-24 years 
3 25-29 
4 30-34 
5 35-39 
6 40-44 
7 45-49 
8 50-54 
9 55-59 
10 60-64 
11 65 -69 
12 70-74 
13 75-79 years 
14 80 years and over 
15 Refused to answer 
If (answer = 15) exit interview 
 
Location Module – part 1 
Chapter 8: General discussion and conclusions 343 
  
L1: So that we can accurately establish the boundaries of our interviewing areas for 
statistical purposes, may I ask what postcode you live in? 
NOTE: Only postcodes in range 4000 – 4999 accepted. Else terminate interview 
 
L2: What is the name of the suburb, town or community that you live in? 
(INTERVIEWER: Select place name from SSC code fame) 
(PROGRAMMING: Assign to SLA / District and check quotas. If either SLA or District not 
assigned ask questions L3/L4 at end of interview) 
 
Nutrition Module 
 
N1a Single response: Now I'd like to ask you about eating fruit, including fresh, dried, frozen 
and tinned fruit. How many serves of fruit do you USUALLY eat each day? Where a serve is 
1 medium piece or 2 small pieces of fruit, or a cup of diced pieces? 
(INTERVIEWER: Does NOT include fruit juices. For dried fruit, consider the equivalent 
amount of reconstituted fruit e.g. a serve is 4 apricot halves or 1.5 tablespoons of sultanas. If 
consumption is variable, ask for AVERAGE over a week serves/day. 
Read out codes 1 – 8 if necessary) 
1 1 serve 
2 2 serves 
3 3 serves 
4 4 serves 
5 5 serves 
6 6 or more serves 
7 Less than 1 serve per day 
8 None 
9 Don't know 
10 Refused to answer 
 
N2a Single response: Now thinking about vegetables, including fresh, dried, frozen and 
tinned vegetables. How many serves of vegetables do you USUALLY eat each day, where a 
'serve' is half a cup of cooked vegetables or 1 cup of salad vegetables? 
(INTERVIEWER: Also includes dried beans, lentils, or legumes such as baked beans, bean 
soup, lentil pea or split pea soup. Potatoes ARE included. Vegetable juices are NOT 
included. If consumption variable, ask for AVERAGE over week serves/day. Read out codes 
1 – 8 if necessary) 
1 1 serve 
2 2 serves 
3 3 serves 
4 4 serves 
5 5 serves 
6 6 or more serves 
7 Less than 1 serve per day 
8 None 
9 Don't know 
10 Refused to answer 
 
M1 Single response: What type of milk do you usually consume? 
(INTERVIEWER: Choose one type of milk only. If R mentions more than one type of milk, 
ask which they consume most often or usually. 
Prompt with options 1-3 if necessary)) 
1 Regular whole or full cream milk [4+% fat] 
2 Low /reduced fat milk (eg Trim) [1-3% fat] 
3 Skim milk [<1% fat] 
4 Soy milk (specify full cream, reduced fat or skim) 
5 Evaporated or sweetened condensed milk (specify full fat or light) 
6 Other (specify eg goat’s milk, rice milk, nut milks etc) 
7 Don't have milk 
8 Don't know 
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9 Refused to answer 
 
N4 Single response: How often, on average, do you have meals or snacks such as burgers, 
pizza, chicken or chips from places like McDonalds, Hungry Jacks, Pizza Hut, Red Rooster 
or local take-away food places? 
(INTERVIEWER: Includes pies, sausage rolls, and fish & chips. Includes these things if 
bought HOT from supermarkets etc. Does NOT include sushi, take-away Asian foods, 
salads, sandwiches or rolls) 
1 Enter number of times per WEEK 
2 Enter number of times per MONTH 
3 Enter number of times per YEAR 
4 Rarely 
5 Never 
6 Don't know 
7 Refused to answer 
if (answer = 1) skip to N4w 
if (answer = 2) skip to N4m 
if (answer = 3) skip to N4y 
if (answer > 3) skip to N5 
 
N4w: (INTERVIEWER: Type number of times per WEEK) 
_____ times per WEEK 
All skip to N3a 
 
N4m: (INTERVIEWER: Type number of times per month If answer is greater than 20 times, 
go back 
and choose option per week) 
_____ times per MONTH 
All skip to N3a 
 
N4y: (INTERVIEWER: Type number of times per YEAR If answer is greater than 20 times, 
go back and choose option per week or per month) 
____ times per YEAR 
 
N3a Single response: In the last 12 months were there any times that you ran out of food 
and you couldn’t afford to buy more? 
1 Yes 
2 No 
3 Don’t know 
4 No response 
 
Obesity Module 
 
BMI1 Single response: Now I would like to ask how tall you are without shoes.(Programming: 
Centimetres - minimum = 130; maximum = 230 Feet - minimum = 4; maximum = 7 Inches - 
minimum = 0; maximum = 11) 
1 Answer in CENTIMETRES 
2 Answer in FEET & INCHES 
3 Don't know (Interviewer: Probe before accepting this response) 
4 Refused to answer 
if (rsex = 1) skip to BMI2 
if (rsex = 2) and (age > 49 yrs) skip to BMI2 
if (rsex = 2) and (age < 50 yrs) skip to BMI_preg1 
 
BMI_preg1 Single response: Are you currently pregnant? 
1 Yes 
2 No 
3 Refused to answer 
if (answer = 1) skip to BMI_preg2 
if (answer > 1) skip to BMI2 
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BMI_preg2 Single response: How much did you weigh without clothes and shoes before 
your pregnancy? 
(Programming: Kilograms - minimum = 30; maximum = 200 
Stones - minimum = 4; maximum = 32 
Pounds - minimum = 0; maximum = 13) 
1 Answer in KILOGRAMS 
2 Answer in STONES & POUNDS 
3 Don't know (Interviewer: Probe before accepting this response) 
4 Refused to answer 
All skip to S1 
 
BMI2 Single response: And, how much do you weigh without clothes and shoes? 
(Programming: Kilograms - minimum = 30; maximum = 200 
Stones - minimum = 4; maximum = 32 
Pounds - minimum = 0; maximum = 13) 
1 Answer in KILOGRAMS 
2 Answer in STONES & POUNDS 
3 Don't know (Interviewer: Probe before accepting this response) 
4 Refused to answer 
 
Smoking & Alcohol Module 
 
S1 Single response: Now a few questions about tobacco smoking and drinking alcohol. 
How often do you smoke cigarettes, cigars, pipes or other tobacco products? 
(INTERVIEWER: Read out highlighted options 1-4) 
1 Daily 
2 At least weekly (not daily) 
3 Less often than weekly 
4 Not at all 
5 Don’t know 
6 Refused to answer 
 
S2 Single response: Over your lifetime would you have smoked at least 100 cigarettes or a 
similar amount of tobacco? 
1 Yes 
2 No 
3 Don't know 
4 Refused to answer 
 
Alco1 Single response: How often do you USUALLY drink alcohol? 
(INTERVIEWER: Prompt with categories if necessary) 
1 I don't drink 
2 Less than once a week 
3 Specify number of days / week 
4 Every day 
5 Don't know 
6 Refused to answer 
if (answer = 1 or 6) skip to MH1a 
if (answer = 3) skip to Alco1a 
if (answer =2, 4 or 5) skip to Alco2 
 
Alco1a: (INTERVIEWER: Type in the number of days per week ) 
(Programming: minimum = 1; maximum = 6) 
___________ DAYS PER WEEK 
 
Alco2 Single response: A standard drink is equivalent to a 300ml glass, pot, or can of normal 
strength beer or cooler, a glass of wine, or a nip of spirits. On a day when you drink alcohol 
how many standard drinks do you usually have? 
1 Specify number of standard drinks per day 
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2 Don't know / can't say 
3 Refused to answer 
4 DO NOT READ – if R unsure or drinks an unusual drink/mix and isn’t sure of converting 
to standard drink measurement code as ‘4’ and record number of drinks per day and 
specify type of drink and volume consumed 
if (answer > 1) skip to MH1a 
 
Alco2a: (INTERVIEWER: Type in the number of drinks per day ) 
(Programming: minimum = 1; maximum = 30) 
___________ DRINKS PER DAY 
 
Mental Health – K-10 Module 
 
MH1a Single response: The following questions are about how you have been feeling during 
the past 30 days. About how often 
during the past 30 days did you feel tired out for no good reason? Would you say it was. . . . 
(INTERVIEWER: Read out highlighted categories 1-5) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
 
MH1b Single response: During the past 30 days, about how often did you feel nervous? 
Would you say . . . 
(INTERVIEWER: Read out highlighted categories 1-5) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
if (answer > 4) skip to MH1d 
 
MH1c Single response: How often did you feel so nervous that nothing could calm you 
down? 
(INTERVIEWER: Read out highlighted categories 1-5 if necessary for respondent) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
 
MH1d Single response: During the past 30 days, about how often did you feel hopeless? 
(INTERVIEWER: Read out highlighted categories 1-5 if necessary for respondent) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
 
MH1e Single response: During the past 30 days, about how often did you feel restless or 
fidgety? 
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1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
if (answer > 4) skip to MH1g 
 
MH1f Single response: How often did you feel so restless that you could not sit still? 
(INTERVIEWER: Read out highlighted categories 1-5 if necessary for respondent) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
 
MH1g Single response: During the past 30 days, about how often did you feel depressed? 
(INTERVIEWER: Read out highlighted categories 1-5 if necessary for respondent) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
if (answer > 4) skip to MH1i 
 
MH1h Single response: How often did you feel so depressed that nothing could cheer you 
up? 
(INTERVIEWER: Read out highlighted categories 1-5 if necessary for respondent) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
 
MH1i Single response: During the past 30 days, about how often did you feel that everything 
was an effort? 
(INTERVIEWER: Read out highlighted categories 1-5 if necessary for respondent) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
6 Don’t know 
7 Refused to answer 
 
MH1j Single response: During the past 30 days, about how often did you feel worthless? 
(INTERVIEWER: Read out highlighted categories 1-5 if necessary for respondent) 
1 All of the time 
2 Most of the time 
3 Some of the time 
4 A little of the time 
5 None of the time 
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6 Don’t know 
7 Refused to answer 
 
Physical Activity Module - Respondents aged 18-75 yrs only 
 
PA1 Single response: Well, next I would like to ask you about the physical activity you did IN 
THE LAST WEEK: 
IN THE LAST WEEK, how many times have you walked continuously, for at least 10 
minutes, for 
recreation/exercise or to get to or from places? 
(Programming: Number of times minimum = 0; maximum = 50) 
1 Specify number of times 
2 Don't know 
3 Refused to answer 
If (answer = 1) and (number of times = 0) skip to PA2 
If (answer = 1) and (number of times > 0) skip to PA1b 
If (answer = 2) skip to PA2 
If (answer = 3) skip to PA2 
 
PA1b Single response: What do you estimate was the total time that you spent walking in 
this way IN THE LAST WEEK? 
(INTERVIEWER: Half an hour = 30 mins) 
(Programming: Hours minimum = 0; maximum = 70 
Minutes minimum = 0; maximum = 59 
If PA1>0, PA1b must be no less than 10mins * answer given in PA1 (ten minute 
continuous walks) 
1 Specify time in HOURS & MINUTES 
1 Don't know 
2 Refused to answer 
 
PA2 Single response: IN THE LAST WEEK, how many times did you do any vigorous 
gardening or heavy work around the 
yard, which made you breathe harder or puff and pant? 
(Programming: Number of times minimum = 0; maximum = 35) 
1 Specify number of times 
2 Don't know 
3 Refused to answer 
If (answer = 1) and (number of times = 0) skip to PA3 
If (answer = 1) and (number of times > 0) skip to PA2b 
If (answer = 2) skip to PA3 
If (answer = 3) skip to PA3 
 
PA2b Single response: What do you estimate was the total time that you spent doing 
vigorous gardening or heavy work around 
the yard IN THE LAST WEEK? 
(INTERVIEWER: Half an hour = 30 mins) 
(Programming: Hours minimum = 0; maximum = 70 
Minutes minimum = 0; maximum = 59) 
1 Specify time in HOURS & MINUTES 
2 Don't know 
3 Refused to answer 
 
PA3 Single response: The next question excludes household chores or gardening or yard 
work: IN THE LAST WEEK, how many times did you do any vigorous physical activity which 
made you breathe harder or puff and pant? (e.g. jogging, cycling, aerobics, competitive 
tennis)? (Programming: Number of times minimum = 0; maximum = 35) 
1 Specify number of times 
2 Don't know 
3 Refused to answer 
If (answer = 1) and (number of times = 0) skip to PA4 
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 If (answer = 1) and (number of times > 0) skip to PA3b 
If (answer = 2) skip to PA4 
If (answer = 3) skip to PA4 
 
 
PA3b Single response: What do you estimate was the total time that you spent doing this 
vigorous physical activity IN THE LAST 
WEEK? 
(INTERVIEWER: Half an hour = 30 mins) 
(Programming: Hours minimum = 0; maximum = 70 
Minutes minimum = 0; maximum = 59) 
1 Specify time in HOURS & MINUTES 
2 Don't know 
3 Refused to answer 
 
PA4 Single response: The next question excludes household chores or gardening or yard 
work. IN THE LAST WEEK, how many times did you do any other more moderate physical 
activity that you haven't already mentioned? (e.g. gentle swimming, social tennis, golf, lawn 
bowls) (Programming: Number of times minimum = 0; maximum = 35) 
1 Specify number of times 
2 Don't know 
3 Refused to answer 
If (answer = 1) and (number of times = 0) skip to SS1 
If (answer = 1) and (number of times > 0) skip to PA4b 
If (answer = 2 or 3) skip to SS1 
 
PA4b Single response: What do you estimate was the total time that you spent doing these 
activities IN THE LAST WEEK? 
(INTERVIEWER: Half an hour = 30 mins) 
(Programming: Hours minimum = 0; maximum = 50 
Minutes minimum = 0; maximum = 59) 
1 Specify time in HOURS & MINUTES 
2 Don't know 
3 Refused to answer 
 
Blood Pressure & Cholesterol Module - All Respondents 
 
BPC2 Single response: Have you ever been told by a doctor or a nurse that you have high 
blood pressure? 
(INTERVIEWER: Record high blood pressure noted during pregnancy only as ‘yes’) 
1 Yes 
2 No 
3 Don’t know 
4 Refused to answer 
If (answer > 1) skip to BPC4 
 
BPC5 Single response: Have you ever been told by a doctor or a nurse that you have high 
cholesterol? (INTERVIEWER: Do not record any other health professionals) 
1 Yes 
2 No 
3 Don’t know 
4 Refused to answer 
If (answer > 1) skip to D1  
 
Diabetes Prevalence Module 
 
D1 Single response: Have you EVER been told by a doctor, nurse or at a hospital that you 
have diabetes? 
1 Yes 
2 No 
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3 Don't know 
4 Refused to answer 
If (answer = 1) skip to D3 
 
 
D2 Single response: Have you EVER been told by a doctor, nurse or at a hospital that you 
have high blood sugar or a touch of 
sugar? 
1 Yes 
2 No 
3 Don't know 
4 Refused to answer 
 
D3 Single response: Have you EVER had a blood test for diabetes or for high blood sugar? 
This is a full blood test not just a 
finger prick test. 
(INTERVIEWER: Taken with a syringe not finger prick) 
1 Yes 
2 No 
3 Don't know 
4 Refused to answer 
If (D1 = 1 or D2 = 1 & Rsex = 1) skip to D6 
If (D1 = 1 or D2 = 1 & Rsex = 2) skip to D4 
If (D1 > 1 and D2 > 1) skip to Dem2a 
 
D4 Single response: Were you pregnant when you were first told you had diabetes/high 
blood sugar? 
1 Yes 
2 No 
3 Don't know 
4 Refused to answer 
If (D4 = 1) skip to D5 
If (D4 > 1 & D1 = 1) skip to D6 
If (D4 > 1 & D1 > 1) skip to Dem2a 
 
D5 Single response: Other than when you were pregnant, have you ever been told that you 
have diabetes/high blood sugar? 
1 Yes 
2 No 
3 Don't know 
4 Refused to answer 
If (D5 = 1 & D1 = 1) skip to D6 
If (D5 = 1 & D1 > 1) skip to Dem2a 
If (D5 > 1) skip to Dem2a 
 
Demographic Module-  All Respondents 
 
Dem3c Single response: What is the highest qualification you have completed? 
(INTERVIEWER: Read out highlighted categories 1-4) 
1 Bachelor degree or higher 
2 Trade certificate (4 years duration) 
3 Diploma or certificate taking 12 months or more full time 
4 Diploma or certificate taking less than 12 months full time 
5 Enrolled nurse 
6 Registered nurse 
7 Other (specify) 
8 Don’t know 
9 Refused to answer 
 
Dem4a Single response: What is your current marital status? Are you … 
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1 Married 
2 De facto 
3 Separated 
4 Divorced 
5 Widowed, or 
6 Never married 
7 Don’t know 
8 Refused to answer 
 
Dem6 Single response: I would now like to ask you about your household’s income. 
We are interested in how income relates to health, lifestyle, and access to health services. 
Before tax is taken out, which of the following ranges best describes your household’s 
income, from all 
sources, over the last 12 months? 
(INTERVIEWER: Read out highlighted categories 1-6) 
1 Less than $20,000 
2 $20,000 - $30,000 
3 $30,001 - $50,000 
4 $50,001 - $100,000 
5 $100,000 - $150,000 
6 More than $150,000 
7 Don’t know 
8 Refused to answer 
 
Variable derivations and recodes: 
 
New variables 
 
To facilitate data analysis and reporting additional variables were derived as follows: 
 
fruit2plus 
The variable fruit2plus is derived from question N1a. 
Categories: 
1 – Less than 2 serves of fruit per day 
2 – 2 or more serves of fruit per day 
Where the response to N1a is ‘don’t know’ or ‘refused to answer’, fruit2plus is 
coded to missing. 
 
vege5plus 
The variable vege5plus is derived from question N2a. 
Categories: 
1 – Less than 5 serves of veges per day 
2 – 5 or more serves of veges per day 
Where the response to N2a is ‘don’t know’ or ‘refused to answer’, vege5plus is 
coded to missing. 
 
milknew 
The variable milknew is derived from question rM1. 
Categories: 
1 – Whole or full cream 
2 – Low or reduced fat 
3 – Skim or no fat 
4 – Unspecified fat content or other milk type or type varies 
5 – Don’t have milk 
Where the response to M1 is ‘don’t know’ or ‘refused to answer’, milknew is coded 
to missing. 
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N4_grp 
The variable N4_grp is derived from questions N4, N4w, N4m and N4y. 
Categories: 
1 – More than once per week 
2 – Once a week 
3 – Less than once a week 
4 – Rarely or never 
Where the response to N4 is ‘don’t know’ or ‘refused to answer’ N4_grp is coded to 
missing. 
 
BMI_Score 
The variable BMI_Score is derived from questions BMI1, BMI_preg1, BMI_preg2 
and 
BMI2. 
All weights and heights are converted to metric measures. The body mass index 
score (BMI_SCORE) is calculated by dividing weight in kilograms by height in 
metres squared. Where a female respondent identifies as being currently pregnant, 
her reported prepregnancy weight is used to calculate the score. 
No categories – continuous variable 
Where the response to BMI1 and/or BMI2 is ‘don’t know’ or ‘refused to answer’, 
BMI_SCORE is coded to missing. 
 
BMI_CATS 
The variable BMI_CATS is derived from the variable BMI_Score. 
Categories: 
1 – Less than 18.5: Underweight 
2 – 18.5 to less than 25: Healthy weight 
3 – 25 to less than 30: Overweight 
4 – 30 to less than 40: Obese 
4 – 40 and over: Severely obese 
 
SDs_CATS 
The variable SDs_CATS is derived using responses to questions Alco1, Alco2 and 
Alco2a1 
as follows: 
If the response at Alco2a1 was ‘1’ SDs_CATS was coded as ‘1 - 1 Standard drink’ 
If the response at Alco2a1 was ‘2’ SDs_CATS was coded as ‘2 - 2 sds’ 
If the response at Alco2a1 was ‘3’ SDs_CATS was coded as ‘3 - 3 sds’ 
If the response at Alco2a1 was ‘4’ SDs_CATS was coded as ‘4 - 4 sds’ 
If the response at Alco2a1 was ‘5’ SDs_CATS was coded as ‘5 - 5 sds’ 
If the response at Alco2a1 was ‘6’ SDs_CATS was coded as ‘6 - 6 sds’ 
If the response at Alco2a1 was in the range 7 - 10 SDs_CATS was coded as ‘7 - 7-
10 sds’ 
If the response at Alco2a1 was in the range 11-15 SDs_CATS was coded as ‘8 - 
11-15 sds’ 
If the response at Alco2a1 was in the range 16-20 SDs_CATS was coded as ‘9 - 
16-20 sds’ 
If the response at Alco2a1 was 21 or greater SDs_CATS was coded as ‘10 - 21+ 
sds’ 
If the response at Alco2 was ‘Don’t know / can’t say’, SDs_CATS was coded as ’11 
- Don’t 
know’ 
If the response at Alco2 was ‘Refused to answer’, SDs_CATS was coded as ’12 - 
Refused 
Chapter 8: General discussion and conclusions 353 
 to answer’ 
If the response at Alco1 was‘1- I don’t drink’, SDs_CATS was coded as missing. 
Categories: 
1 – 1 standard drink 
2 – 2 sds 
3 – 3 sds 
4 – 4 sds 
5 – 5 sds 
5 – 6 sds 
6 7 – 7-10 sds 
7 8 – 11-15 sds 
8 9 – 16-20 sds 
9 10 – 21+ sds 
10 11 – Don’t know / can’t say 
11 12 – Refused to answer 
 
K10_SCORE 
The variable K10_SCORE was derived using responses to questions MH1a to MH1j 
as follows: 
• The values of the response categories were reversed: 5=all of the time - 1=none of 
the time. The values from the 10 items MH1a to MH1j were them summed to give a 
score ranging from 10 to 50, where 50 indicates a high risk of anxiety or depressive 
disorder. 
• Where a respondent answered ‘none of the time’ at questions MH1b, MH1e or 
MH1g, they were automatically skipped over the question MH1c, MH1f or MH1h 
respectively. However, for K10 scoring purposes in such cases the questions MH1c, 
MH1f and MH1h were set to ‘none of the time’ with a value of ‘1’. 
• In cases where a respondent answered ‘don’t know’ or ‘refused to answer’ to no 
more than ONE of the questions MH1a to MH1j, that question was given a score 
equal to the mean of the other nine questions. 
• In cases where a respondent answered ‘don’t know’ or ‘refused to answer’ to 
MORE THAN ONE of the questions MH1a to MH1j, the K10 score for that 
respondent was set to missing. 
No categories – continuous variable 
NB K10_SCORE is not tabulated in the results section of this report. 
 
K10_CATS2 
The variable K10_CATS2 (K10 – Level of anxiety or depressive disorder) was 
derived from 
the variable K10_SCORE. 
Categories: 
1 – No, low or moderate risk – score in range 10-<22 
2 – High or very high risk – score in the range 22-50 
 
Tot_PA_mins 
The variable Tot_PA_mins (total time in minutes doing walking, moderate and 
vigorous physical activity in the previous week with time spent in vigorous weighted 
by a factor of 2) is derived from the physical activity variables walk_time, 
vigPA_time and mod_PA_time as follows: walk_time + (vigPA_time * 2) + 
modPA_time. 
 
To avoid errors due to over-reporting, any times greater than 1680 minutes are 
recoded to 1680 minutes. 
No categories – continuous variable 
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Where the responses to walk_time, vigPA_time and/or modPA_time are coded to 
missing Tot_PA_mins is coded to missing. NB Tot_PA_mins is not tabulated in the 
results section of this report. 
 
 
Tot_PA_sess The variable Tot_PA_sess (total number of sessions doing walking, 
moderate and vigorous physical activity in the previous week) is derived from the 
physical activity variables PA1a, PA3a and PA4a as follows: PA1a + PA3a + PA4a 
No categories – continuous variable Where the responses to PA1a, PA3a and/or 
PA4a are ‘don’t know’ and/or ‘refused to answer’ Tot_PA_sess is coded to missing. 
NB Tot_PA_sess is not tabulated in the results section of this report. 
 
Suff_time 
The variable Suff_time (Has respondent done 150+ mins of physical activity in the 
previous week?) is derived from the physical activity variable Tot_PA_mins. 
Categories: 
1 – Yes – 150+ mins 
2 – No - <150 mins 
3 – Cannot calculate 
Where the response to Tot_PA_mins is missing, Suff_time is coded to ‘3’ cannot 
calculate. 
NB Suff_time is not tabulated in the results section of this report. 
 
Suff_sess 
The variable Suff_sess (Has respondent done 5+ sessions of physical activity in the 
previous week?) is derived from the physical activity variable Tot_PA_sess. 
Categories: 
1 – Yes – 5+ sessions 
2 – No - <5 sessions 
3 – Cannot calculate 
Where the response to Tot_PA_sess is missing, Suff_sess is coded to ‘3’ cannot 
calculate 
NB Suff_sess is not tabulated in the results section of this report. 
 
Suftise 
The variable Suftise (Has respondent done 5+ sessions and 150+ minutes of 
physical 
activity in the previous week?) is derived from the physical activity variables 
suff_time and 
Suff_sess. 
Categories: 
1 – Yes – 150+ mins & 5+ sessions 
2 – No – less than required 
3 – Cannot calculate 
Where the response to Suff_time and/or Suff_sess is missing, Suftise is coded to 
‘3’ cannot 
calculate 
NB Suftise is not tabulated in the results section of this report. 
 
seinsu 
The variable seinsu (Sufficient Time and Sessions/ Insufficient/ Activity Sedentary) 
is derived indirectly from the physical activity variables PA1, PA1b, PA3, PA3b, 
PA4 and PA4b and directly from the variables Suftise and Tot_PA_mins. 
Categories: 
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 1 - Sufficient Time and Sessions – total time in all activities >= 150 min and 
participated in at 
least 5 sessions, where total time in all activities = [ time walking + time moderate 
sessions + (2 x time vigorous sessions) ] 
2 - Insufficient Activity – the remainder i.e. participating in some activity but either 
not enough 
in total or not regularly enough to obtain a health benefit 
3 – Sedentary – no activity reported 
Where the responses to PA1, PA3 and/or PA4 are ‘don’t know’ and/or ‘refused to 
answer’ seinsu is coded to missing. 
 
DIAB_PREV1 (Diabetes prevalence excluding gestational only diabetes) 
The variable DIAB_PREV1 is derived from the variables D1, D2 and D5. 
If the response to D1 or D2 is ‘1 – Yes’ then DIAB_PREV1 is coded as ‘Yes’. 
However, if the response to D5 is ‘2 – No’ then DIAB_PREV1 is coded as ‘No’ 
If the response to both D1 and D2 is ‘don’t know’ or ‘refused to answer’ then 
DIAB_PREV1 is 
coded as ‘Don’t know / Refused to answer’. 
Categories: 
1 – Yes – diabetes or high blood sugar 
2 – No – no diabetes or high blood sugar 
3 – Don’t know / Refused to answer 
 
Demographics 
EDLEVEL 
The variable EDLEVEL was derived using responses to questions Dem3b and 
Dem3c. 
The response ‘enrolled nurse’ at Dem3c is coded as ‘3’ 
The response ‘registered nurse at Dem3c is coded as ‘1’ 
Categories: 
0 – No post-school qualification 
1 – Bachelor degree or higher 
2 – Trade certificate (4 years duration) 
3 – Diploma or certificate taking 12 months or more full time 
4 – Diploma or certificate taking less than 12 months full time 
5 – Don’t know / Refused to answer 
 
Dem1d: AGE_GROUP 
The variable Dem1d: age_group was derived as follows: 
� where the respondent gave their date of birth in question Dem1a, the age in years 
was 
calculated by dividing the number of days between interview date and birth date by 
365.25, then was further converted into age groups; 
� where the respondent gave their age in whole years in question Dem1b, the age 
in 
years was placed into the age groups; 
� where the respondent answered Dem1d giving their age in age ranges, this 
response 
was used. 
Categories: 
1 – 18-19 years 
2 – 20-24 years 
3 – 25–29 years 
4 – 30–34 years 
5 – 35–39 years 
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6 – 40–44 years 
7 – 45–49 years 
8 – 50–54 years 
9 – 55–59 years 
10 – 60–64 years 
11 – 65–69 years 
12 – 70–74 years 
13 – 75–79 years 
14 – 80 years and over 
 
Appendix B. 
Study 1b questionnaire  
Demographic items same as those of study 2 
Fruit consumption: 
We would like to ask you about eating fruit, including fresh, 
dried, frozen and tinned fruit. How many serves of fruit do you 
USUALLY eat each day? A serve is 1 medium piece or 2 small 
pieces of fruit, or a cup of diced pieces.  
 
Note: This does NOT include fruit juices. For dried fruit, 
consider the equivalent amount of reconstituted fruit e.g., a 
serve is 4 dried apricot halves or 1.5 tablespoons of dried 
sultanas. If your consumption varies, please put your average 
serves per day over a week. 
None less 
than 1 
serve 
1 
serve per 
day 
2 
serves per 
day 
3 
serves per 
day 
4 
serves per 
day 
5 
serves per 
day 
6 or 
more 
serves per 
day 
D  
know 
 
Vegetable consumption: 
Now, please think about vegetables, including fresh, dried, 
frozen and tinned vegetables. How many serves of vegetables 
do you USUALLY eat each day, where a 'serve' is half a cup of 
cooked vegetables or 1 cup of salad vegetables? 
 
Note: This also includes dried beans, lentils, or legumes such 
as baked beans, bean soup, lentil pea or split pea soup. 
Potatoes ARE included. Vegetable juices are NOT included. If 
your consumption varies, please put your average serves per 
day over a week. 
None Less 
than 1 
serve 
1 
serve per 
day 
2 
serves per 
day 
3 
serves per 
day 
4 
serves per 
day 
5 
serves per 
day 
6 or 
more 
serves per 
D  
know 
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 day 
 
Takeaway consumption: 
 
What type of milk do you usually consume? 
 
If you drink more than one type of milk, please tick the milk you 
consume most often or usually. 
Regular whole or full cream milk [4+% fat] 
Low/reduced fat milk (e.g., trim) [1-3% fat] 
Skim milk [<1% fat] 
Full cream soy milk 
Reduced fat soy milk 
Skim soy milk 
Evaporated or sweetened condensed milk (full fat) 
Evaporated or sweetened condensed milk (light) 
Don't have milk 
Don't know 
Other (please specify e.g., goat’s milk, rice milk, nut milks etc.)
 
 
 
Smoking status:  
 
How often do you smoke cigarettes, cigars, pipes or other 
tobacco products? 
Daily 
At least weekly (not daily) 
Less often than weekly 
Not at all 
Don’t know 
 
Alcohol consumption: 
 
How often do you USUALLY drink alcohol? 
I don't drink 
Less than once a week 
Every day 
Don't know 
Other (please specify number of days a week)  
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For those who drink alcohol: 
 
A standard drink is equivalent to a 300ml glass, pot, or can of 
normal strength beer or cooler, a glass of wine, or a nip of 
spirits. On a day when you drink alcohol how many standard 
drinks do you usually have? 
Don’t know/can’t say 
Please specify number of standard drinks per day 
 
 
K10 – psychological distress (Kessler et al., 2002) 
 
During the last 30 days, about how often did... 
 
Don’t 
know 
None of 
the time 
A little 
of the 
time 
Some of 
the time 
Most of 
the time 
A   
the  
... you feel tired out for no good reason?       
... you feel nervous?       
... you feel so nervous that nothing could 
calm you down?       
... you feel hopeless?       
... you feel restless or fidgety?       
... you feel so restless that you could not sit 
still?       
... you feel depressed?       
... you feel so depressed that nothing could 
cheer you up?       
... you feel that everything was an effort?       
... you feel worthless?       
 
Physical activity measured using the Active Australia Survey (AIHW, 2003): 
 
The next questions are about any physical activities that you 
may have done in the last week: 
 
In the last week, how many times have you walked 
continuously, for at least 10 minutes, for recreation, exercise or 
to get to or from places? 
 
Specify times: 
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What do you estimate was the total time that you spent walking 
in this way in the last week? 
 
In hours and/or minutes: 
Minutes:  
Hours:  
 
The next questions exclude household chores, gardening or 
yardwork: 
 
In the last week, how many times did you do any vigorous 
physical activity which made you breathe harder or puff and 
pant? (e.g. jogging, cycling, aerobics, competitive tennis) 
 
Specify times: 
 
 
 
What do you estimate was the total time that you spent doing 
this vigorous physical activity in the last week? 
 
In hours and/or minutes: 
Minutes:  
Hours:  
 
In the last week, how many times did you do any other more 
moderate physical activities that you have not already 
mentioned? (e.g. gentle swimming, social tennis, golf) 
 
Specify times: 
 
What do you estimate was the total time that you spent doing 
these activities in the last week? 
 
In hours and/or minutes: 
Minutes:  
Hours:  
 
Food security: 
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In the last 12 months, were there any times that you ran out of 
food and you couldn’t afford to buy more? 
Yes No Don't know 
Have you ever been told by a doctor or a nurse that you have 
the following: 
 Yes No 
Don't 
know 
N  
te  
High blood pressure:     
High cholesterol:     
Diabetes (other than when you were pregnant):     
High blood sugar or a touch of sugar (other than when you 
were pregnant):     
Appendix C. 
Study 2 materials 
 
PARTICIPANT INFORMATION for QUT RESEARCH PROJECT 
 
What is your experience with your weight? 
 
Dr Esben Strodl  
Director of Psychology Services 
Dr Xiang-Yu (Janet) Hou  
Senior Lecturer 
QUT School of Public Health 
Stuart Leske  
Masters of Research Stu  
School of Psychology and Co  
3138 8416 3138 5596 3138 0045 
e.strodl@qut.edu.au x.hou@qut.edu.au s.leske@qut.edu.au 
 
Description 
The current research aims to investigate the experiences of men and women with a body mass index 
(BMI) equal to or above 30.  We are interested in your opinion and perspective because you are the 
expert. 
Participation 
Your participation in this project is voluntary. If you do agree to participate, you can withdraw from 
participation at any time during the project without comment or penalty. Your decision to participate will 
in no way impact upon your current or future relationship with QUT. 
You will be invited to participate in a private one-on-one interview conducted at QUT Health Clinics. 
Prior to this interview, you will be required to confirm that you are aged between 20-60 years, have 
a BMI of 30 or above, and a waist circumference of above 102cm for men or above 88cm for women. 
Your BMI is your weight in kilograms divided by your height in metres squared, while your waist 
circumference requires grabbing a tape measure and measuring around your stomach at the 
bellybutton. There is a BMI calculator at 
http://www.your30.qld.gov.au/BeActive/Howhealthyisyourbodyweight/Checkyourweight/tabid/120
/Default.aspx 
The interview will involve a discussion of your experiences with your weight, food, and exercise, and 
what gives you a sense of well-being. We would also like to know about any weight loss attempts, 
and your attitudes and opinions about interventions run by health professionals. You will also be 
required to fill out a brief demographics questionnaire and to confirm that you are not currently 
pregnant if you are female, and do not currently have any severe mental health problems (e.g., 
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 schizophrenia, dementia, severe depression, bipolar disorder, diagnosed personality disorders, or 
current suicidal ideation). If you are interested in contributing further to the research, you can let the 
primary researcher know you would like to be contacted at the end of the study to check that the 
interpretations of the main themes of the study are a viable, fitting, and authentic interpretation of 
your experience. No compensation will be provided for this.  
Expected benefits 
The current study will not benefit you directly, but will provide health professionals with a better 
understanding of what it means and what it is like to live in Australia with a BMI of 30 or above. The 
findings from this study may inform the development of more effective psychological interventions for 
individuals with a BMI of 30 or above in Australia, interventions which take into account your perspectives 
and experiences. To recognise your contribution should you choose to participate, the research team 
is offering participants movie vouchers to the value of $17.50 for their time. 
Risks 
There are unlikely to be risks beyond normal day-to-day living associated with your participation in this 
project. However, it may be that talking about your experiences produces discomfort for some 
participants. If participation in the study causes you discomfort or distress, QUT provides for limited free 
counselling for research participants of QUT projects. Should you wish to access this service please 
contact the Clinic Receptionist of the QUT Psychology Clinic on +61 7 3138 0999. Please indicate to the 
receptionist that you are a research participant.  
Confidentiality 
Your interview will be digitally recorded. This audio recorder will be transcribed by the primary 
researcher, and the audio recording destroyed once this transcription has taken place. Your written 
interview will therefore be anonymous, and will not be linked with your name or any of your details 
(such as your details on this consent form or the demographic questionnaire).   
Any information provided by you as part of this research will be stored in locked cupboards or on a 
password-protected computer database that is accessible only by researchers directly involved in the 
study. You can inform the researcher if you would not like your name to be mentioned on the audio 
recording. No personal information will be published and your personal information will not be given to 
anyone not directly involved in this research.  
Consent to Participate 
We would like to ask you to sign a written consent form (enclosed) to confirm your agreement to 
participate. 
Questions / further information about the project 
Please contact the researcher team members named above to have any questions answered or if you 
require further information about the project. 
Concerns / complaints regarding the conduct of the project 
QUT is committed to researcher integrity and the ethical conduct of research projects.  However, if you do 
have any concerns or complaints about the ethical conduct of the project you may contact the QUT 
Research Ethics Unit on +61 7 3138 5123 or email ethicscontact@qut.edu.au. The Research Ethics Unit is 
not connected with the research project and can facilitate a resolution to your concern in an impartial 
manner. 
Thank you for helping with this research project.  Please keep this sheet for your 
information.  
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CONSENT FORM for QUT RESEARCH PROJECT 
 
What is your experience with your weight? 
 
Dr. Esben Strodl  
Director of Psychology Services 
Dr. Xiang-Yu (Janet) Hou 
Senior Lecturer 
QUT School of Public Health 
Stuart Leske  
Masters of Research Stu  
School of Psychology a  
Counselling 
3138 8416 3138 5596 3138 0045 
e.strodl@qut.edu.au x.hou@qut.edu.au s.leske@qut.edu.au 
 
Statement of consent 
By signing below, you are indicating that you: 
• have read and understood the information document regarding this project 
• have had any questions answered to your satisfaction 
• understand that if you have any additional questions you can contact the research team 
• understand that you are free to withdraw at any time, without comment or penalty 
• understand that you can contact the Research Ethics Officer on +61 7 
3138 5123 or email ethicscontact@qut.edu.au if you have concerns 
about the ethical conduct of the project 
• agree to participate in the project 
• understand that the project will include audio recording 
 
Name  
Signature  
Date  /  /   
 
 
Please return this sheet to the investigator. 
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 Participant Information 
Questionnaire 
Experience with your weight 
 
All comments and responses are anonymous and will be treated confidentially. 
The names of individual persons are not required in any of the responses. 
 
Research Team Contacts 
Dr Esben Strodl 
Director of the Psychology Clinic 
Queensland University of 
Technology 
Dr Xiang-Yu (Janet) Hou 
Senior Lecturer – Public Health 
Queensland University of 
Technology 
Stuart Leske 
 Research Masters Student  
Queensland University of 
Technology 
3138 8416 3138 5596 0419 559 492 
e.strodl@qut.edu.au x.hou@qut.edu.au s.leske@qut.edu.au 
1  Age: ________  
2 Gender:  
 □ Male □ Female  
3 Cultural background identified with: 
__________________________________ 
4  Relationship status:  
 □ Single □ Married   
 □ de Facto □ Divorced/separated  
5  Highest Level of Education Attained (for you): 
 □ Primary School □ High School  □ TAFE  
 □ University Postgraduate □ University Undergraduate  
6 Are you currently working?  
 □ Yes  □ No (Go to question 10) 
 
7  Occupation: 
_______________________________________________________ 
 
8  Type of Employment: 
 
 □ Part-time □ Full time   □ 
Casual  
9 Number of hours worked per week: ____________ 
10  Do you have any challenging health problems? 
 □ No  
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 □Yes, please specify: 
________________________________________________ 
 
 _______________________________________________________
___________ 
 
11 BMI: ____________ - weight in kg divided by height in metres 
squared 
 
12 Waist circumference: _______________  - measurement around 
waist at bellybutton 
 
Initial questions for the semi-structured interview: 
1)      What does your weight mean to you?  
Prompt: What experiences (both positive and negative) do you associate with 
your weight?  
1) What are your experiences with trying to lose weight?  
Prompt: what does food mean to you and what does exercise mean to you?  
Prompt: How do you feel and what do you think about food and exercise? 
3)  Has your weight influenced how you view yourself?  
Prompt: What impact does your weight have upon your self-identity and your 
wellbeing? 
5) What are your experiences with trying to lose weight?  
Prompt: what are your experiences in attending any intervention programs, especially 
those designed and implemented by health professionals? 
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 Appendix D. 
Study 3 Time 1 questionnaire 
Beliefs about dieting, healthy eating, and weight control 
QUT Ethics Approval Number: 1300000130 
 
RESEARCH TEAM 
Principal Researcher: Stuart Leske, PhD student, Queensland University of 
Technology (QUT) 
Associate Researchers: Dr Esben Strodl and Dr Xiang-Yu Hou, QUT; Ms 
Catherine Harper, Queensland Health 
 
DESCRIPTION 
This project is being undertaken as part of a PhD for Stuart Leske. The 
purpose of this project is for the researchers to better understand your beliefs 
about dieting, healthy eating, and weight control. You are invited to 
participate in this project because you are living in Australia and aged 18 
years and over. 
 
PARTICIPATION 
Your participation will involve completing two anonymous surveys. The first 
survey contains 149 items with Likert scale answers (strongly disagree – 
strongly agree) that will take approximately 30 minutes of your time. 
Questions will include: “I trust my body to tell me what to eat”, “I believe I 
should control my weight”, and “I think of myself as a healthy eater”. This will 
be followed by a second survey 4 weeks later consisting of 7 items which will 
take approximately 5 minutes to answer. 
 
Your participation in this project is entirely voluntary. If you agree to 
participate you do not have to complete any question(s) you are 
uncomfortable answering. Your decision to participate or not participate will in 
no way impact upon your current or future relationship with QUT (for example 
your grades). If you do agree to participate you can withdraw from the project 
at any time without comment or penalty. Any personal information already 
obtained from you for the purpose of entering you in the prize draw will be 
destroyed. 
 
EXPECTED BENEFITS 
It is expected that this project will not benefit you directly. However, the 
findings may benefit the wider Australian community by providing a better 
understanding of dieting, healthy eating, and weight control in adult 
Australians. This knowledge will allow health professionals to provide 
appropriate advice on dieting, healthy eating, and weight control to the 
Australian population. 
 
To recognise your contribution if you choose to participate, the research team 
is offering the chance to win 1 of 3 iPad minis to the value of $369 each. You 
will be entered into this prize draw each time you complete a survey (2 
times). First year psychology students in the unit PYB102 can instead choose 
to earn 0.5 of a mark (course credit) for completing the survey. 
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RISKS 
There are no risks beyond normal day-to-day living associated with your 
participation in this project. 
 
PRIVACY AND CONFIDENTIALITY 
All comments and responses are anonymous and will be treated 
confidentially unless required by law. Your contact details collected for the 
prize draw will be stored separately from your data and only used to contact 
you if you win one of the prizes. Any data collected as part of this project will 
be stored securely as per QUT’s Management of research data policy. Non-
identifiable data collected in this project may be used as comparative data in 
future projects and/or stored with the Australian National Data Service or 
similar to be used for secondary analysis in future projects. 
 
CONSENT TO PARTICIPATE 
Submitting the completed online survey is accepted as your consent to 
participate in this project. If you elect to have a survey mailed out to you, the 
return of the completed survey is accepted as your consent to participate in 
this project. 
 
QUESTIONS/FURTHER INFORMATION ABOUT THE PROJECT 
If you have any questions or require further information, please contact one 
of the research team members below. 
 
Stuart Leske, School of Psychology and Counselling, Faculty of Health, 
phone: (07) 3138 4685, email: s.leske@qut.edu.au 
Dr Esben Strodl, School of Psychology and Counselling, Faculty of Health, 
phone: (07) 3138 8415, email: e.strodl@qut.edu.au 
Dr Xiang-Yu Hou, School of Public Health and Social Work, Faculty of 
Health, phone: (07) 3138 9240, email: x.hou@qut.edu.au 
Ms Catherine Harper, Director, Population Epidemiology Unit, Division of the 
Chief Health Officer, email: Catherine_Harper@health.qld.gov.au 
 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE 
PROJECT 
QUT is committed to research integrity and the ethical conduct of research 
projects. However, if you do have any concerns or complaints about the 
ethical conduct of the project you may contact the QUT Research Ethics Unit 
on (07) 3138 5123 or email ethicscontact@qut.edu.au. The QUT Research 
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 Ethics Unit is not connected with the research project and can facilitate a 
resolution to your concern in an impartial manner. 
About this survey 
 
This survey is designed to understand your beliefs about dieting, healthy 
eating, and weight control. 
 
Your answers to the questions are confidential and anonymous. 
 
For each question, please circle the number that represents your opinion. 
Some questions may seem very similar, but they are different and we would 
like you to answer all of them if possible. 
 
Thank you for your help 
 
Background information 
What is your age? ___________ 
Are you male or female? 
Male 
Female 
 
What is your current marital status? 
Married 
De facto 
Separated 
Divorced 
Widowed 
Never married 
Don’t know 
 
What is your employment status? 
Employed, full-time 
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Employed part-time or casual 
Home duties or carer 
Unemployed 
Full-time student 
Part-time student 
Retired 
Permanently ill / unable to work 
Prefer not to answer 
Other (please specify) 
 
We are interested in how income relates to health and lifestyle. 
 
Before tax is taken out, which of the following ranges best 
describes your household’s income, from all sources, over the 
last 12 months? 
Less than $20,000 
$20,001 - $30,000 
$30,001 - $50,000 
$50,001 - $100,000 
$100,001 - $150,000 
Over $150,000 
Don’t know 
Prefer not to answer 
 
So we can accurately establish the boundaries of our survey 
areas for statistical purposes, may we ask what postcode you 
live in? 
 
 
What is the name of the suburb, town or community that you 
live in? 
 
 
How tall are you (in centimetres) without shoes on? 
 
What is your weight in kilograms (kgs)? 
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Are you required to diet for any reason? 
Yes 
No 
If you are required to diet, please list the reason: 
 
 
IMPORTANT: your code identifier 
 
This is used to anonymously match up your response today 
with your response 4 weeks later 
What is the first 
letter of your first 
name? 
 
What is the third 
letter of your first 
name? 
 
What is the first 
letter in your 
mother’s first 
name? 
 
What date of the 
month were you 
born on? (e.g., 
24th) 
 
 
For example, imagine Louise Smith is filling out the survey. 
Her mother's name is Anne. 
Louise was born on the 31st December. 
 
Louise's code identifier would be: 
L 
U 
A 
31 
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IMPORTANT: What does dieting mean? 
 
In this survey, when we talk about ‘dieting’, we mean: 
 
Intentionally restricting your calorie intake (energy or kilojoules derived 
from food) or increasing certain type of foods (e.g., high carbohydrate 
or high protein) to lose weight and/or change your body shape. 
 
This does not include fasting for religious purposes. 
 
This includes any eating program planned by someone else, or any approach 
you have designed on your own, used in any context, to lose weight and/or 
change your shape. Examples include: 
 
- Popular diets (e.g., The Paleo Diet or The Pritikin Diet) 
- Commercial weight loss programs (e.g., Weight Watchers or Jenny Craig) 
- Meal replacements or supplements (e.g., Tony Ferguson or OptiSlim) 
Anti-dieting subscale of the Intuitive Eating Scale (Hawks, Merrill, & Madanat, 
2004): 
Please select the response which best represents your opinion 
for each statement 
 
Strongly 
disagree Disagree Neutral Agree 
Str  
a  
I generally count calories before deciding if 
something is OK to eat      
One of my main reasons for exercising is to manage 
my weight      
I am hopeful that I will someday find a new diet that 
will actually work for me      
There are certain foods that I really like, but I try to 
avoid them so that I won’t gain weight      
I am often frustrated with my body size and wish that 
I could control it better      
I am afraid to be around some foods because I don’t 
want to be tempted to indulge myself      
I am often either on a diet or seriously considering 
going on a diet      
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Strongly 
disagree Disagree Neutral Agree 
Strongly 
agree 
I usually feel like a failure when I eat more than I 
should      
I often feel physically weak and hungry because I 
am dieting to control my weight      
I often put off buying clothes, participating in fun 
activities, or going on vacations (hoping I can get 
thinner first) 
     
I feel pressure from those around me to control my 
weight or watch what I eat      
I worry more about how fattening a food might be, 
rather than how nutritious it might be      
I feel safest if I have a diet plan, or diet menu, to 
guide my eating      
 
Past dieting year: 
Remember, dieting is the intentional restriction of your calorie 
intake (energy or kilojoules derived from food) or increasing 
types of foods (e.g., high carbohydrate or high protein) to lose 
weight and/or change your body shape. 
How many times have you dieted in the past 
year?  
 
Past dieting and non-dieting: 
Please select the response which best represents your opinion 
for each statement 
 
No, 
definitely 
not 
2 3 Neutral 5 6 Yes, definitely 
I dieted in the past month        
I ate healthily without dieting in the past 
month        
 
Time 1 dieting and non-dieting behaviour: 
These questions are about what you are currently doing 
 
No, 
definitely 
not 
2 3 Neutral 5 6 Yes, definitely 
I am currently dieting        
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No, 
definitely 
not 
2 3 Neutral 5 6 Ye  defin  
If you said yes, please list what strategies or approaches you used
 
I am currently eating healthily 
without dieting        
If you said yes, please list what strategies or approaches you  
used  
 
Dieting and non-dieting intentions: 
Please select the response which best represents your opinion 
 
No, 
definitely 
not 
2 3 Neutral 5 6 Y  def  
I intend to diet in the next month        
I intend to eat healthily without dieting in 
the next month        
 
Weight control beliefs questionnaire (Laliberte, Newton, McCabe, & Mills): 
Please select the response that best represents your opinion 
 
Not 
at all 
true 
2 3 Somewhat true 5 6 
 
 
I believe I should control my weight        
I try to live a healthy lifestyle and let my weight go 
to what is natural for me        
I focus on healthy living rather than on controlling 
my weight        
If I work at it, I should be able to keep my weight 
where I want it        
I try to accept the weight that is natural for me and 
focus on living a healthy lifestyle        
If I stick to the right exercise and eating plan, I 
should be able to achieve the weight and shape I 
want 
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Not 
at all 
true 
2 3 Somewhat true 5 6 
Very 
true 
If I am living a healthy lifestyle, my body is likely at 
the weight I am meant to be        
It is important to me that I accept the weight that 
comes with living a healthy lifestyle        
The main thing that determines my weight is what I 
myself do        
If I am careful, I can control my weight        
I’d rather live healthily and accept that we all come 
in different shapes and sizes        
If my weight is more than I want it to be, then I am 
at fault        
Whether I gain, lose or maintain my weight is 
within my control        
I am comfortable letting my weight fluctuate 
naturally        
I focus on healthy eating rather than trying to 
control my weight        
If I want to be a certain weight, I can make it 
happen        
I focus on healthy exercise rather than trying to 
control my weight        
 
Attribution for dieting failure: 
If I was not able to follow a diet, it would be 
My fault 2 3 
My fault and 
the diet's 
fault 
5 6 The diet's fault 
       
 
Attitudes towards dieting: 
For the questions below, please answer each question.  
 
Dieting in the next month would be... 
Harmful 2 3 Neutral 5 6 Beneficial 
       
 
Dieting in the next month would be... 
Pleasant 2 3 Neutral 5 6 Unpleasant 
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Pleasant 2 3 Neutral 5 6 Unplea  
       
 
Dieting in the next month would be... 
Foolish 2 3 Neutral 5 6 Wis  
       
 
Dieting in the next month would be... 
Bad 2 3 Neutral 5 6 Goo  
       
 
Dieting in the next month would be... 
Ineffective 2 3 Neutral 5 6 Effect  
       
 
Subjective norms for dieting: 
Most people who are important to me think that I... 
Should not 
diet 2 3 Neutral 5 6 Should  
       
Please select the response which best reflects your opinion 
 
No, 
definitely 
not 
2 3 Neutral 5 6 Y  defi  
It is expected of me that I 
will diet        
People who are important to 
me diet        
 
Expectations of dieting: 
If I dieted in the next month, I would 
Lose weight 2 3 Weigh the same 5 6 Gain w  
       
If I dieted in the next month, I would 
Get thicker or 
fatter 2 3 
Stay the 
same 5 6 
Get slim  
or thin  
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 Self-efficacy to diet: 
How confident are you that you would be able to diet in the next 
month? 
Not confident 
at all 2 3 Neutral 5 6 
Very 
confident 
       
I believe I have the ability to diet in the next month 
No, definitely 
not 2 3 Neutral 5 6 
Yes, 
definitely 
       
 
Perceived control over dieting: 
The decision to diet in the next month is beyond my control 
Strongly 
disagree 2 3 Neutral 5 6 
Strongly 
agree 
       
Whether or not I diet in the next month is entirely up to me 
Strongly 
disagree 2 3 Neutral 5 6 
Strongly 
agree 
       
 
Non-planning subscale (Spinella, 2007) 
For each item, please select the response which best reflects 
your opinion 
 Rarely/never 2 3 
Almost 
always/always 
I plan for job 
security     
I plan for the future     
I save regularly     
I plan tasks carefully     
I am a careful 
thinker     
 
Self-identity as a non-dieter (first three items) and dieter (last three items) 
For each item, please select the response which best reflects 
your opinion 
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No, 
definitely 
not 
2 3 Neutral 5 6 Y  def  
I think of myself as a healthy eater        
I think of myself as a normal weight person        
I think of myself as someone who eats 
healthily without dieting        
I think of myself as someone who is concerned 
with my weight        
I think of myself as a dieter        
I think of myself as an overweight person        
 
Body Image Acceptance and Action Questionnaire (Sandoz, Wilson, Merwin, & 
Kate Kellum, 2013) 
Please select the response which best reflects your opinion 
 
Never 
true 2 3 Neutral 5 6 
A  
 
Worrying about my weight makes it difficult for me to 
live a life that I value        
I care too much about my weight and body shape        
I shut down when I feel bad about my body shape or 
weight        
My thoughts and feelings about my body weight and 
shape must change before I can take important steps 
in my life 
       
Worrying about my body takes up too much of my time        
If I start to feel fat, I try to think about something else        
Before I can make any serious plans, I have to feel 
better about my body        
I will have better control over my life if I can control my 
negative thoughts about my body        
To control my life, I need to control my weight        
Feeling fat causes problems in my life        
When I start thinking about the size and shape of my 
body, it’s hard to do anything else        
My relationships would be better if my body weight 
and/or shape did not bother me        
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 Intuitive Eating Scale-2 (Tylka & Kroon Van Diest, 2013): 
Please select the response which best reflects your opinion 
 
Strongly 
disagree 2 3 Neutral 5 6 
Strongly 
agree 
I try to avoid certain foods high in fat, 
carbohydrates, or calories        
I find myself eating when I’m feeling emotional 
(e.g., anxious, depressed, sad), even when I’m not 
physically hungry 
       
If I am craving a certain food, I allow myself to have 
it        
I find myself eating when I am lonely, even when 
I’m not physically hungry        
I get mad at myself for eating something unhealthy        
I trust my body to tell me when to eat        
I trust my body to tell me what to eat        
I trust my body to tell me how much to eat        
I have forbidden foods that I don’t allow myself to 
eat        
I use food to help me soothe my negative emotions        
I find myself eating when I am stressed out, even 
when I’m not physically hungry        
I am able to cope with my negative emotions (e.g., 
anxiety, sadness) without turning to food for comfort        
When I am bored, I do NOT eat just for something 
to do        
When I am lonely, I do NOT turn to food for comfort        
I find other ways to cope with stress and anxiety 
than by eating        
I allow myself to eat what food I desire at the 
moment        
I do NOT follow eating rules or dieting plans that 
dictate what, when, and/or how much to eat        
Most of the time, I desire to eat nutritious foods        
I mostly eat foods that make my body perform 
efficiently (well)        
I mostly eat foods that give my body energy and 
stamina        
I rely on my hunger signals to tell me when to eat        
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Strongly 
disagree 2 3 Neutral 5 6 
St  
a  
I rely on my fullness (satiety) signals to tell me 
when to stop eating        
I trust my body to tell me when to stop eating        
 
Attitudes towards non-dieting: 
For the questions below, please answer each question.  
 
Eating healthily without dieting in the next month would be... 
Harmful 2 3 Neutral 5 6 Benef  
       
Eating healthily without dieting in the next month would be... 
Pleasant 2 3 Neutral 5 6 Unplea  
       
Eating healthily without dieting in the next month would be... 
Foolish 2 3 Neutral 5 6 Wis  
       
Eating healthily without dieting in the next month would be... 
Bad 2 3 Neutral 5 6 Goo  
       
Eating healthily without dieting in the next month would be... 
Ineffective 2 3 Neutral 5 6 Effect  
       
 
Subjective norms for non-dieting: 
Most people who are important to me think that I... 
Should not 
eat healthily 
without 
dieting 
2 3 Neutral 5 6 
Should  
healt  
witho  
dieti  
       
Please select the response which best reflects your opinion 
 
No, 
definitely 
not 
2 3 Neutral 5 6 Y  defi  
It is expected of me that I will eat 
healthily without dieting        
People who are important to me eat 
healthily without dieting        
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 Non-dieting self-efficacy: 
How confident are you that you will be able to eat healthily 
without dieting in the next month? 
Not confident 
at all 2 3 Neutral 5 6 
Very 
confident 
       
I believe I have the ability to eat healthily without dieting in the 
next month 
No, definitely 
not 2 3 Neutral 5 6 
Yes, 
definitely 
       
 
Non-dieting perceived control: 
The decision to eat healthily without dieting in the next month 
is beyond my control 
Strongly 
disagree 2 3 Neutral 5 6 
Strongly 
agree 
       
 
Whether or not I eat healthily without dieting in the next month 
is entirely up to me 
Strongly 
disagree 2 3 Neutral 5 6 
Strongly 
agree 
       
 
Thank you very much for your time! 
 
If you know of any males who may be interested in participating 
in this research, please feel free to send the information sheet 
or link onto them. 
 
Follow-up survey 
 
IMPORTANT: You have the option to participate in a short 7-
item (approximately 5 minutes) follow-up survey in 4 weeks’ 
time. If you are willing to be contacted for this follow-up survey, 
could you please provide your contact details in the section 
below? 
 
Your contact details will NOT be used for any other purpose 
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and the only person who will have access to your details will be 
the primary researcher. These contact details will be deleted 
once you have completed the follow-up survey. We will be able 
to link your responses for the two surveys using the 
anonymous code you generated. Please provide your details if 
you wish to complete the short follow-up survey. 
Today's date:  
Your first name:  
If you would like to 
receive the second 
survey online, 
please provide your 
e-mail address: 
 
If you would like to 
complete the 
second survey over 
the phone, please 
provide your phone 
number and best 
contact time 
(day/night, 
weekday/weekend): 
 
 
Prize Draw 
 
To go into the prize draw to win one of three iPad Minis, please 
provide your first name and contact number below. These 
details will be separated from your questionnaire responses 
and will not be used for any other purpose. Please note that if 
you complete the second survey in a month’s time you will be 
able to enter this prize draw again. This prize draw will be 
conducted on Friday 20th December, 2013. 
Name:  
Best contact 
number: 
 
 
Research Results 
 
If you wish to receive a summary of the research results once 
the study has been completed, please provide your contact 
details below. These details will be stored separately from the 
completed survey. 
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Please specify email or postal mail address: 
 
 
Appendix E. 
Study 2 Time 2 questionnaire 
Dieting, healthy eating, and weight control – follow-up questionnaire 
About this survey 
 
This survey is the follow-up survey to the survey you filled in 1 month ago. 
This survey involves a very small subset of the questions you completed a 
month ago. 
 
Your answers to the questions are confidential and anonymous. 
Important: Your code identifier 
 
This is used to anonymously match up your response today 
with your response 4 weeks ago 
What is the first 
letter of your first 
name? 
 
What is the third 
letter of your first 
name? 
 
What is the first 
letter in your 
mother’s first 
name? 
 
What is the date 
of the month you 
were born on? 
(e.g., 24th) 
 
 
 
For example, imagine Louise Smith is filling out the survey. 
Her mother’s name is Anne.  
Louise was born on the 31st of December.  
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Her code identifier would be:  
L  
U  
A  
31 
IMPORTANT: What does dieting mean? 
 
In this survey, when we talk about ‘dieting’, we mean: 
 
Intentionally restricting your calorie intake (energy or kilojoules derived 
from food) or increasing certain type of foods (e.g., high carbohydrate 
or high protein) to lose weight and/or change your body shape. 
 
This does not include fasting for religious purposes. 
 
This includes any eating program planned by someone else, or any approach 
you have designed on your own, used in any context, to lose weight and/or 
change your shape. Examples include: 
 
- Popular diets (e.g., The Paleo Diet or The Pritikin Diet) 
- Commercial weight loss programs (e.g., Weight Watchers or Jenny Craig) 
- Meal replacements or supplements (e.g., Tony Ferguson or OptiSlim) 
 
Time 2 behaviour: 
Please circle the number below that best represents your 
response 
 
No, 
definitely 
not 
2 3 Neutral 5 6 Ye  defin  
I went on a diet in the past 
month        
If you said yes, please list what strategies or approaches you used
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No, 
definitely 
not 
2 3 Neutral 5 6 Yes, definitely 
I ate healthily without 
dieting in the past month        
If you said yes, please list what strategies or approaches you used
 
 
What is your definition of dieting? 
 
 
1-item measures to establish validity of time 2 dependent variables: 
Please think of the previous month when answering the 
following: 
 
No, 
definitely 
not 
2 3 Neutral 5 6 Yes, definitely 
I changed my eating to lose weight in the past 
month        
I changed my eating to alter my body 
shape in the past month        
I restricted my calorie intake in the past 
month        
I ate healthily in the past month        
 
Thank you very much for your time! 
 
To add another entry into the prize draw to win one of 3 iPad 
minis, please provide your first name and contact number 
below. These details will be separated from your questionnaire 
responses and will not be used for any other purpose. This 
prize draw will be conducted on Friday 20th December, 2013. 
Name:  
Best contact 
number:  
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 Abstract  
Objective: This study investigated the characteristics of the patient-practitioner 
relationship desired by overweight/obese individuals in weight management. The 
aim was to identify characteristics of the relationship which empower patients to 
make lifestyle changes.  
Methods: Grounded theory was used inductively to build a model of the patient-
practitioner relationship based on the perspectives of 21 overweight/obese adults.  
Results: Emerging from the match between patient and practitioner characteristics, 
collaboration was the key process explicitly occurring in the patient-practitioner 
relationship, and was characterised by two subcategories; perceived power 
dimensions and openness. Trust emerged implicitly from the collaborative process, 
being fostered by relational, informational, and credible aspects of the interaction. 
Patient trust in their practitioner consequently led to empowering outcomes including 
goal ownership and perceiving the utility of changes.  
Conclusion: An appropriate match between patient and practitioner characteristics 
facilitates collaboration which leads to trust, both of which appear to precede 
empowering outcomes for patients such as goal ownership and perceiving the utility 
of changes. Collaboration is an explicit process and precedes the patient trusting their 
practitioner.  
Practice implications: Practitioners should be sensitive to patient preferences for 
collaboration and the opportunity to develop trust with patients relationally, through 
information provision, and modelling a healthy lifestyle.  
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Keywords: patient-practitioner; overweight; obesity; collaboration; trust; grounded 
theory; empowerment; adults. 
 
1. Introduction 
In recent decades, “patient-centered care” has emerged as a key concept in 
modern medicine [1-4]. Patient-centred approaches may improve health [5], lessen 
symptom burden [6], and facilitate treatment adherence [7]. One aspect of patient-
centred care, patient empowerment, is well suited to help patients with chronic 
conditions independently select and make changes to weight, nutrition, and physical 
activity [8]. These patients often need to collaborate with practitioners to produce 
self-management plans which balance the clinical expertise of practitioners with the 
concerns, priorities, and resources of the patient [9]. Philosophically, patient 
empowerment emphasises patient self-determination as a guiding principle, with 
patients having the right and ability to choose by and for themselves [10].  
Empowerment is often defined in terms of its anticipated outcomes, including 
self-management of disease and treatment, negotiation of health and treatment-
related goals, self-efficacy about performing treatment-related behaviours, enhanced 
knowledge about diseases and treatment, and other psychosocial outcomes [10]. It is 
crucial to study patient empowerment in the treatment of overweight/obesity 
because: 1) these anticipated psychosocial outcomes such as self-efficacy, internal 
motivation, and personal autonomy predict weight loss [11] and are associated with 
successful weight loss maintenance [12]; 2) Patient-practitioner communication may 
improve treatment for overweight/obesity by empowering patients to participate 
more in their care [13]; and 3) obese individuals desire ongoing support to empower 
them to make different lifestyle choices, believing that weight loss programmes 
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 should involve empowerment [14]. In addition, overweight/obese individuals are 
often marginalised in health care settings, which may not only affect treatment 
practices [15], but has been construed as the opposite of empowerment [16]. Rates of 
obesity in Europe have also reached epidemic proportions, increasing by 
approximately 30% over the past 10-15 years [17]. Australia’s obesity rates are 
among the highest in the world and have steadily risen during the past 30 years [18]. 
In 2007-08, 55.9% of the adult Australian population were overweight or obese [19]. 
As this prevalence increases, empowering overweight/obese patients to self-manage 
becomes more critical in order to reduce demands on health care systems.  
Similar to emerging empowerment research in other areas of health [20-25], 
we used qualitative methods to understand the characteristics of an empowering 
patient-practitioner relationship from the perspective of overweight/obese adults. Our 
aims were to develop a model about these characteristics to elucidate patient-
practitioner communications that might empower patients to make lifestyle changes. 
Our research question asked what the characteristics were of an empowering 
relationship in the treatment of overweight/obese adults. 
2. Methods 
 Grounded theory [26] was utilised as an inductive approach to analyse data. 
Emerging concepts were grounded in data and the constant comparative method was 
used to systematically look for similarities and differences between participants. Data 
collection and analysis occurred simultaneously to allow the researcher to sample 
theoretically based on incoming data.  
2.1. Data collection 
 Data collection was approved by the university’s ethics board, and 
overweight/obese adults were recruited through advertisements at the university’s 
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health clinics, snowball sampling, and a radio broadcast. Inclusion criteria included a 
body mass index (BMI) above 25, and aged between 20 and 70. Exclusion criteria 
included a current pregnancy and any severe mental health problems (e.g., 
schizophrenia, severe depression, diagnosed personality disorders). The first author 
conducted all interviews between July 2010 and January 2011 using a semi-
structured discussion guide. Interviews were conducted either face-to-face at the 
university or by phone for individuals who wanted to participate but lived remotely. 
Participants were offered small incentives for participation ($15 movie vouchers). 
Informed by Bordin’s [27] conceptualisation of the working alliance including 
bonds, goals, and tasks, interviews began with questions about the qualities 
important to develop a bond with a health professional, the goals one would like to 
agree on with their health professional, and what kind of changes (i.e., tasks) they 
would be more likely to implement. These domains were used as a “start list” [28] to 
segment the data into rationally derived domains, which were amended to more 
adequately reflect emerging concepts as data collection continued. Theoretical 
sampling towards the end of data collection recruited two participants through a 
lifestyle change clinic to obtain the perspectives of individuals who may have taken a 
long-term perspective to making lifestyle changes, and thus valued being empowered 
by practitioners they may have visited. Data collection continued until no new 
themes appeared to be emerging.    
2.2. Data analysis 
 Consistent with recommendations by Corbin and Strauss [26], data analysis 
and the writing of memos began after the first interview. During the interview phase, 
the primary author began to open code the data into higher and lower-order concepts, 
delineating the properties and dimensions of each concept. NVivo 8.0 qualitative 
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 data analysis [29] was used to organise themes. Axial coding related concepts to each 
other and diagrams were drawn to indicate causality and visualise the initial model. 
Selective coding was used to integrate the developed categories and identify the core 
variable. The validity of open, axial, and selective coding phases was enhanced 
through triangulating codes and themes between the first, second, and third authors.  
3. Results  
 In total, 21 interviews were conducted, ranging in duration from 40 minutes 
to 2 hours and 30 minutes. Interviews were transcribed verbatim by the first author. 
Seven males and 14 females participated, and ages ranged from 24-69 years with a 
mean of 46.3 (SD = 12.87). Body mass index ranged from 26-48. Eight participants 
had completed postgraduate education; nine had completed undergraduate; three had 
completed technical and further education (TAFE), and one had completed high 
school. Ten individuals dropped out of the study prior to being interviewed: several 
were unresponsive to emails, one thought help was being offered, one was instructed 
to call by another person and did not return the consent form, and one decided that 
they felt uncomfortable talking about the topic after initially indicating interest in 
participating. 
3.1. Patient and practitioner characteristics  
The overall model that emerged from the data is presented in Figure 1. 
Matching between patient and practitioner characteristics was an important theme 
because of its influence on collaboration. While the matching process is complex 
given the presence of multiple moderators, some of the themes associated with 
matching process in this sample are described below. In the accompanying quotes, 
participants’ identification code, gender, and age are mentioned in brackets. 
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Patients who were sceptical about prescriptions based on their existing 
knowledge and experience valued a practitioner who was willing and able to explain 
the rationale behind prescribing a specific program of exercise or diet. Other patients 
who described themselves as not being an emotionally strong person during the 
interviews were more willing to listen to a non-judgemental practitioner. In addition, 
patients who strongly valued personal autonomy described being resistant towards 
directive practitioner communication.  
Patients lacking in motivation identified with health professionals who had a 
similar weight status to them, finding this person credible and consequently a source 
of inspiration. Gender also appeared to be a moderator with female patients admiring 
practitioners who were able to empathise with them and validate their personal 
circumstances. In contrast, some men respected practitioners who practised healthy 
eating and exercise habits themselves, while women who didn’t consider themselves 
fit or healthy found this intimidating.  
The focus of the collaborative process also differed as a function of gender in 
this sample. In addition to the goals themselves, females emphasised the process of 
reaching lifestyle goals (e.g., subjective changes in dietary quality) while males 
tended only to value discussions about outcomes (e.g., kilograms & timeframes). A 
practitioner completely focused on outcomes was therefore not a good match for a 
patient who valued focusing on process as well, and these matches reduced effective 
collaboration and consequently relational trust because of incongruent goals between 
patients and practitioners.  
Insert Table 1 here 
In summary, the matching of patient and practitioner characteristics was 
important to facilitate effective collaboration. For example, sceptical patients were a 
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 good match for practitioners who clearly and confidently explained rationales behind 
treatment. Patients who described not being emotionally strong and patients who 
valued personal autonomy matched well with practitioners who were non-
judgemental and empathetic of life circumstances respectively. The credibility of 
practitioners, based on their weight status, was also important to motivate patients, 
and gender appeared to moderate these preferences. Females were motivated by a 
practitioner who was able to understand and validate their life circumstances while 
males were motivated by a practitioner who modelled healthy lifestyle behaviours. 
Gender also appeared to moderate the focus of collaboration, with females focusing 
on the process and males focusing on outcomes. 
Insert Figure 1 here 
3.2. Patient collaboration  
Patient collaboration was an explicit process occurring in the patient-
practitioner interaction. Collaboration manifested itself when patients were able to 
contribute to the discussion about weight and treatment options with a practitioner, 
usually by verbalising their perspectives or preferences. For instance:  
“They (practitioners) can convey that they are on my side by mutually 
agreeing on the goals, by saying this is what I think will be good for you, do you 
agree? Yes no maybe how are we going to get there? By mutually negotiating 
outcomes, giving me all the facts upfront, and then saying, this is how I want you to 
do it.” [Participant 21 – Male – 31] 
Two lower-order subcategories of collaboration, perceived power dimensions 
and openness, emerged from the data.  
3.2.1. Perceived power dimensions 
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The first subcategory of collaboration was the power dimensions perceived 
by patients in the consultation. Equal power was evident when practitioners listened 
to patients and answered questions, allowing collaboration to take place which led to 
the development of trust. Unequal power manifested in criticism of the patient and 
inhibited the collaborative process and prevented trust being built.  
3.2.2. Openness  
The other subcategory of collaboration was openness. When practitioners 
were open and honest with information about treatment options and accompanying 
rationales during collaboration, patients were empowered by being more readily able 
to perceive the utility of these changes and make an informed decision. In some 
cases, not all treatment options were discussed until patients took the initiative.  
Insert Table 2 here 
The collaboration process thus involved the sharing of power between patient 
and practitioner, and practitioner openness with treatment options and rationales 
behind treatment. Both of these aspects led to the patient’s trust in the practitioner, 
which will now be discussed. 
3.3. Patient trust  
Patient trust emerged as a concept developed implicitly in the patient-
practitioner relationship, fostered by relational, informational, and credible 
characteristics of the practitioner which were evident as they collaborated with 
patients. These were coded as subcategories of patient trust and are described below. 
3.3.1. Relational trust 
Relational trust was a trust in the practitioner based on their character, 
interpersonal skills, and the rapport developed. In the eyes of participants, relational 
trust was demonstrated most often when practitioners took an interest in them:  
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  “I think it is just an instinctual thing that if you didn’t feel that they were 
interested in you as a person then I wouldn’t trust them…” [Participant 3 – Female – 
56] 
3.3.2. Informational trust 
Informational trust referred to trusting the practitioner’s knowledge and 
explanations, while credibility was the behaviour practitioners modelled to their 
patients. These characteristics are described below as they relate to empowerment.  
During collaboration, informational trust was also built from clear rationales 
for programs, which had the effect of empowering patients by allowing them to make 
informed decisions: 
“There was a clear goal and he told me what he wanted to do, he explained 
why he wanted to do it. He gave me the option to say no I don’t want that. He told 
me what he was going to do but still put me in the driver’s seat where at any point I 
could have said no that’s not what I want. I wasn’t inclined to because it was 
apparent he knew what he was talking about but the fact that it was related in such a 
way that he was willing to explain the rationale behind what he was doing was 
helpful” [Participant 21 – Male – 31].  
3.3.3. Credible trust 
Credible trust was evident when male participants interacted with a 
practitioner who engaged in the lifestyle they were suggesting:  
“If they (the practitioner) were themselves in shape and fit and healthy and 
enthusiastic and driven and happy within themselves, I think that would all paint a 
picture of someone who is a success at what they are preaching. Someone who is fit 
and in shape (would make me more likely to implement suggested changes).” 
[Participant 18 – Male – 44] 
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Trust was therefore a multidimensional concept fostered by relational, 
informational, and credible aspects of the practitioner. While the practitioner being 
knowledgeable and able to explain rationales behind treatment was heavily 
emphasised by participants (informational trust), patients suggested that interest in a 
patient’s story (relational trust) and a practitioner who evinced healthy lifestyle 
behaviours (credible trust) increased their willingness to consider information 
seriously and make the suggested lifestyle changes.  
3.4. Empowerment 
Empowerment in this sample was evident when patients negotiated goals, 
owned these goals as a result (goal ownership), and were able to perceive the utility 
of changes. Patients were often given the opportunity to choose and own meaningful 
and realistic lifestyle goals if they understood the reasons for the required lifestyle 
changes. These aspects of empowerment resulted from relational and informational 
trust built in the relationship through collaboration.  
3.4.1. Goal ownership 
Goal ownership in our data was seen in the patient choosing and therefore 
owning meaningful and realistic goals. Patients had a sense of ownership over the 
goals of treatment through informational and relational trust which was developed 
during collaboration:  
 “I said to her: Do you really think I will get by on 1200 calories per day with 
the amount of exercise I do and um to me if she said you’ve got to stick with 1200 
calories or you’ve got no chance I would have probably walked away because 
although she was a nice person I thought I was going to connect with her, the advice 
wasn’t going to make sense. She gave me an extra 100 calories. That’s a very good 
example of how she was willing to negotiate with me.” [Participant 3 – Female – 56] 
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 Other patients who didn’t appear to negotiate goals with practitioners 
displayed low ownership of these goals:  
 “I guess them supporting me and giving me achievable goals (would be 
important when talking to a practitioner). Although what they give me is achievable, 
I just don’t wanna do it, and I don’t know why. Supporting me through their words, 
and recommending ways to do it.” [Participant 7 – Female – 37] 
3.4.2. Perceived utility of changes 
 Another empowering outcome of the collaboration process was the perceived 
utility of changes. Patients were able to make informed decisions once they 
understood rationales for making changes. Through informational trust from the 
collaborative process, patients were empowered by being readily able to perceive the 
utility of changes when it was explained clearly to them: 
 “If they can give me a very clear process and very clear goals and they can 
justify it and explain why this is so and how you are going to achieve that (I would 
be more likely to implement changes). Don’t just say go and do exercise tell me this 
is, we’ll work a bit of a program and set some goals.” [Participant 19 – Male – 51] 
Perceiving the utility of changes was particularly important for those with a 
background in health care:  
“Going to a doctor that just says here take this, pills, I wanna know why he is 
giving me these pills, but then again my nursing background, but so many doctors do 
try that, just palm you off oh you are alright, but I am very lucky I have doctor who 
does explain things, and if she doesn’t know she will go and look it up because she 
knows I want an answer.” [Participant 8 – Female – 69] 
4. Discussion and conclusion  
4.1. Discussion  
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The model that emerged from the data suggests that matching patient and 
practitioner characteristics leads to empowering outcomes for patients during 
collaboration and consequently through developing trust. Empowering outcomes 
developed through this path included patients having a sense of ownership over the 
goals they had negotiated and perceiving the utility of changes. 
Lending support to the concept of patient-practitioner characteristic matching, 
Thompson et al. [30] have previously noted that scepticism must be met with a 
provider who acknowledges, respects, and takes this into account, adjusting their 
decision-making process accordingly. To continue treatment, Thompson et al. 
suggested that this patient will likely need the opportunity to ask their physician 
questions and hear their reasons for prescribing medication and an explanation of 
how it works. Similarly, we found that scepticism is a good match for practitioners 
who can confidently convey clear rationales to patients. Females who described 
themselves as not emotionally strong during the interviews valued a non-judgemental 
health professional. Given that obese adults are stigmatised in both the public arena 
and health care settings [15], which is in turn significantly associated with impaired 
mood [31], perceived non-judgemental responses from practitioners are crucial in 
building relationships with patients who may expect to feel stigmatised during 
consultations.   
In accordance with previous research [32], we found that practitioners 
seemed readily able to empathise with patients when they had experienced similar 
circumstances. Validating these circumstances through expressing empathy may help 
patients experience fewer negative emotions and more positive emotions [33-35], 
which may preclude a more empowering working relationship between patient and 
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 practitioner. Indeed, the study by Fox et al. [32] found that physicians had altered 
their practice to be more empowering after personally experiencing illness. 
 In terms of collaboration, patients perceiving unequal power appeared to 
hinder the collaboration process. Perceived unequal power manifested in criticism of 
the patient’s weight loss and their position in a normal weight range. This criticism 
may be perceived as stigma by patients which may decrease motivation, rather than 
encourage health behaviour change [36]. An egalitarian relationship characterised by 
shared power is also desired by parents of obese children when negotiating with 
clinicians during weight counselling [37]. 
 Openness was another subcategory of collaboration and included the category 
of honesty as a general quality of the practitioner, along with appropriate provision 
of treatment options and information relevant to patients’ goals, needs, and 
expectations. Honesty is also a practitioner characteristic valued in paediatric weight 
management consultations [37] and the working alliance in psychotherapy [38]. 
Being open about the overweight/obese patient’s situation is important , given that 
patients told by their physician that they are overweight are more likely to lose 
weight relative to those who are not told [39, 40]. Thus, if practitioners are reluctant 
to be open with treatment options, this may prevent shared decision making which 
may empower patients and motivate weight reduction efforts. Interpretations of our 
findings suggest that practitioners may be reluctant to raise weight issues after 
previously encountering unfriendly, defensive, or hostile patients when the issue of 
weight was raised. 
Similar to previous research [41], trust developed implicitly in the patient-
practitioner relationship in our study. The tendency for relational dimensions to 
affect evaluations of a practitioner’s competence has been noted previously [42] and 
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was also evident here, with patients suggesting they could not take a practitioner’s 
information or advice seriously if no prior interpersonal connection had been made. 
Informational trust was developed by practitioners who were, to the satisfaction of 
the patient, perceived to be willing and able to explain rationales behind prescribed 
treatments. This supports previous findings which indicate that less informative 
communication accounts for lower trust in physicians [43].  
Credible trust differed as a function of gender. Males in the sample suggested 
they would be more likely to implement lifestyle changes when encountering a 
practitioner who actively engaged in healthy behaviours. This may be because the 
credibility of the advice giver can positively influence the persuasive effects of 
practitioner messages [44], and diet and exercise practises disclosed by the 
practitioner make them more believable and motivating [45, 46]. Some women in our 
study perceived that a healthy practitioner is daunting to visit, while others suggested 
that it was difficult to identify with practitioners who did not have a similar weight 
status. Approaching an overweight practitioner may therefore be more comfortable 
for some, as these practitioners can be role models and a source of understanding for 
the patient’s struggles [47]. 
The pathway from collaboration to trust led to empowering patient outcomes 
including patient ownership of goals and perceiving the utility of changes. The 
opportunity to negotiate the type or extent of lifestyle changes moderated patients’ 
ownership of their goals. Low goal ownership is a significant predictor of attrition in 
overweight patients participating in weight intervention studies [48], indicating that it 
might be important in determining adherence to weight loss practices in general. 
Previously, a moderate to strong relationship has been observed between patient-
practitioner relationships (measured by working alliance) and patient beliefs about 
Chapter 8: General discussion and conclusions 399 
 the perceived utility of treatment [49]. Our qualitative data suggest that this may 
occur either when practitioners are open with the rationales behind prescriptions 
(building informational trust), or when patients feel comfortable seeking additional 
information from their practitioner to clarify treatment rationales (relational trust 
built from shared power).  
Several limitations are present in this study. Convenience sampling and 
associated self-selection made our sample well-educated, so the perspectives of 
obese individuals with lower educational attainment may differ from the perspectives 
here. They may place more of a value on information, given that in some settings 
(e.g., cancer care) they report higher needs for information [50]. The qualitative 
methodology and sampling procedure prevent any generalisable statements about 
patient-practitioner relations in treatment for overweight/obesity. Future research 
could ask practitioners about the characteristics they feel work best with their 
patients, which could be compared to what patients themselves have said to 
determine how well the two perspectives align. Future research could also 
quantitatively examine the effect of patient characteristics like autonomy, scepticism, 
and honesty on collaboration and the development of trust in the patient-practitioner 
relationship. This may present opportunities to develop screening measures which 
provide information to improve communication through matching communication 
styles and educating patients and practitioners about their own characteristics which 
may influence consultations. It will also be important to determine prospectively if 
the patient-practitioner relationships desired by overweight/obese adults translate 
into more success with weight loss and/or self-management of healthy lifestyle 
behaviours.  
4.2. Conclusion 
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 Patients were empowered by an ideal match between patient and practitioner 
characteristics on several dimensions, which led to empowering outcomes through 
the collaborative process and trust developed in the relationship. During 
collaboration, sharing power and openness with treatment options and information 
empowered the patient to participate in their care. Trust in the practitioner was 
implicitly being developed in this process, as a patient determined whether the 
practitioner was competent in knowledge, adequately relational, and credible in 
advising changes in diet and levels of physical activity. Relational and informational 
trust formed from collaboration led to empowering outcomes including patients who 
owned their goals and understood the utility of making lifestyle changes.  
4.3. Practice implications  
 
This theory assists in understanding the pathways and mechanisms through 
which patient-practitioner communication can lead to empowering outcomes during 
treatment for overweight/obesity. Practitioners in this field can use these findings to 
communicate with their patients with the objective of encouraging collaboration and 
developing trust in order to lead to empowering outcomes for patients. It may be 
practical to train practitioners in the concepts and model presented in this article. For 
example, practitioners can be trained to be sensitive to both verbal and nonverbal 
cues from patients in order to infer their likely preferred communication style and 
then match their communication style to the preferred communication style needs of 
the patient. Similarly it might be possible to train practitioners in the concepts 
identified in this article that lead to patient collaboration, patient trust and 
empowerment. For example, in terms of building patient trust, relational trust might 
be developed through brief questions about patients’ lives which indicate interest in 
them and help practitioners to tailor advice according to the patient’s context. 
Informational trust might be fostered through accurately conveying treatment options 
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 and information when appropriate or requested, and credible trust might be fostered 
through appropriate disclosure of lifestyle behaviours and/or personal struggles with 
weight.  
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Table 1 
Matching characteristics between patients and providers 
Matching characteristics Description 
Patient scepticism and 
practitioner explanations 
“The trainer has designed a program that is quite different to 
what I was doing on my own; it is quite different to anything I 
have ever done before. I am skeptical as to its…, I am bit like 
wow that is nothing I have ever seen before, but he was able to 
explain clearly why it was going to work” [Participant 21 – 
Male – 31] 
Not emotionally strong and 
non-judgemental 
practitioners 
“Probably the non-judgmental things I think (are important for 
me to make suggested changes), so if I can go in and feel 
comfortable in their presence, without them judging me, for 
who I am, or what I am, then I am going to be more willing to 
listen, I am not going to get defensive about what they are 
saying” [Participant 13 – Female – 25] 
Personal autonomy and 
practitioner empathy 
“Look they are rubbish (exercise guidelines) because they are 
still setting... that is that rebellious side of me, I don’t like being 
told what to do as you might guess. And you have someone sort 
of saying this is how much you should exercise, who are they to 
tell you that? They don’t know your life” [Participant 12 – 
Female – 41] 
Unmotivated patients and 
practitioner empathy 
“And I guess, have empathy (is an important quality for a 
practitioner), and that’s what I love about my doctor, because 
she’ll say hey I know how hard it is to be a working mother, I 
have done it all my life, you know, it’s not easy, it’s a big job, 
and to fit in exercise is you know...” [Participant 5 – Female – 
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 37] 
Female patient and 
practitioner focused on 
process 
“That’s why I really liked this dietician. She wasn’t all about 
numbers, she was just there to support me and educate me in 
what I should be eating” [Participant 5 – Female – 37] 
Male patient and practitioner 
focused on outcomes 
“Tailored to a specific goal, highly routine, short stage goal 
setting, competition based, short-term goals rather than saying 
in 10 weeks I want to lose 10 kilos, in 4 weeks I want to lose 4 
kilos, so after a clearly defined time that is short, and in that 
time you get a clear measure of success or failure” [Participant 
21 – Male – 31] 
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 Table 2 
Subcategories of collaboration: Perceived power dimensions and openness 
Theme Description 
Perceived unequal power  “Yeah I needed some trust; I needed to find someone 
I trusted really. So someone saying you’re a freak you 
don’t even fit on this page (healthy weight charts), 
that isn’t going to get any trust from a teenager or 
anyone. Someone who when you actually work really 
hard... Since I have been losing weight I don’t lose 
half a kilo every week, I suddenly lose 2kgs in one 
day. So it’s just outrageous that somebody could 
criticise me for only losing what half a kilo. You 
know I walked to these meetings by myself I did 
somewhere in my heart want to lose weight and want 
to try and do the right thing but then I always felt a bit 
slapped in the face by these healthcare professionals 
sort of thing. From my own experience with teaching 
teenagers, it takes 6 months to get trust with people, 
and you can get to them but it takes at least 6 months 
of really proving that they can trust you. It was a 
dietician that criticised me for only losing 500g. I 
would rather they had said ‘oh, good on you’.” 
[Participant 15 – Female – 38]  
Perceived equal power “I figure if you are going to a health professional and 
you are talking about yourself and your own 
 413 
 experiences then they should listen as well, they need 
to listen and be honest and talk on the same level as 
the patient really.” [Participant 22 – Male – 28]. 
Openness (negative case) “The options that were being presented to me were 
continue on painkillers and that’s a lifestyle...we will 
keep prescribing painkillers, or surgery which you just 
sort of go hello I’m early 30s... losing weight wasn’t 
presented to me as something that would help. The 
medical establishment doesn’t say hey...if you just 
lose a few kgs (kilograms) you will be fine. It took me 
a while to ask those questions and say well what can I 
functionally do, can I get stronger. I asked my GP 
about it later (not mentioning weight) and he said 
yeah we’ve sort of learnt you never raise people’s 
weight or if you do you sort of do it in passing” 
[Participant 4 – Female – 35]. 
Openness (positive case) “Probably just brutal honesty would be best (from the 
practitioner). This is how it’s going be, it has to 
change, you are playing with fire if you don’t change 
what you are doing.” [Participant 5 – Female – 37] 
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i The Australian Dietary Guidelines (2013) now recommend a minimum of 6 servings of vegetables 
per day for men aged 19-50 and 5½ servings of vegetables per day for men aged 51-70. Only 44 and 
21 males in our total sample reported consuming 5 and 6 or more servings of vegetables a day 
respectively and we therefore concluded that it was not statistically viable to run a multivariable 
analysis for males only and for these two distinct age groups in our male sample. Accordingly, we 
retained the cut-off of 5 servings of vegetables per day which currently applies to females (except 
those breastfeeding) and applied to men in the earlier dietary guidelines (NHMRC, 2003).  
ii In the current study, alcohol consumption was based on usual consumption (i.e., how much alcohol 
someone usually drinks on a day they consume alcohol). This item is therefore considered a Quantity 
Frequency (QF) measure. Graduated Quantity Frequency (GQF) is a more precise method of 
collecting alcohol consumption which asks respondents how often they consume several different 
amounts of alcohol. The GQF method is preferable since it captures infrequent consumption of 
alcohol and is the basis of calculating guidelines for risky drinking (NHMRC, 2009). Although the 
alcohol consumption item is not significant in any of our multivariable analyses, readers must bear in 
mind the limitations associated with the way we have assessed this as a covariate.  
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